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T HE question of heredity as a predisposing 
factor to cancer has been a subject of interest to 
students of the cancer problem for several cen- 
turies. The first published opinion on this subject 
was Daniel Sennert’s rejoinder to Zacutus Lusi- 
tanus, his seventeenth-century contemporary. Lu- 
sitanus evidently had stated that he had seen a 
case in which a girl had contracted cancer from 
her mother through hereditary “infection,” and 
Sennert maintained that the disease could not be 
transmitted in this way. 


Some cancer research workers feel that families 
in which multiple cancers have occurred furnish 
one proof for the hypothesis that cancer is heredi- 
tary; others assert that such findings’are merely 
the phenomena of chance. A perusal of the litera- 
ture yields several records of identical twins who 
had developed cancer. This has been presented as 
additional proof that cancer is hereditary. Innu- 
merable physicians who occasionally have noticed 
cancer in two successive generations have felt that 
no further proof of the hereditary nature of cancer 
was necessary. 

Animal experimentation has made possible the 
observation of morbid conditions in consecutive 
generations under ideal circumstances. Through 
close, long-continued inbreeding, strains of animals 
with a very large percentage of cancer among their 
offspring and strains with practically no cancer 
among their offspring have been produced. The 
fact that these results may be obtained more or 
less at will in expert hands under authentic labora- 
tory conditions has convinced many that heredi- 
tary influence must be present in animals, and from 
this premise the assumption is made that the 
human race is similarly affected. Some individ- 
uals question any hereditary predisposition to can- 
cer; others agree that there may be such a tendency 
and if the human race could be subjected to the 
eugenic selectivity of the laboratory, it could be 
demonstrated. Under the existing habits of the 
human race, inbreeding is such a relatively rare 
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phenomenon that a predisposition to cancer, based 
on heredity alone, becomes difficult to prove. Vari- 
ous statistical studies have been made, but their 
evidence is largely inconclusive. 

The presentation to the public of this subject 
of heredity in cancer has been confused and in- 
consistent — on one occasion cancer is dogmatical- 
ly stated to be a disease transmitted through 
heredity; on another it is specifically stated not 
to be transmitted in this way; on still another 
it is stated that for all practical purposes can- 
cer is not hereditary. Heredity as an abstract phe- 
nomenon has no particular appeal, nor do the 
theoretical aspects of the case attract the interest 
of the general public. Whether an individual has 
a greater chance of developing cancer because a 
parent had the disease is the real problem. 

With the full realization of the paucity of avail- 
able material and of the obstacles inherent in the 
collection of statistical material of this kind, the 
Massachusetts Department of Public Health be- 
gan seven years ago the collection of data with 
the intention of increasing the knowledge of this 
problem. An effort was made from the beginning 
to compensate for the statistical fallacies that were 
anticipated. Four approaches to the problem, 
which involved the use of two different sets of 
data, were made. The first set of data was ob- 
tained from the Massachusetts mortality records 
from 1841 to 1932. The second was taken from 
another .study which dealt with the association 
between cancer and varied environmental fac- 
tors. 

In the first series of data, ten towns with a com- 
bined population in 1930 of 21,979 were selected. 
These communities were chosen because they were 
the type of community which had been conducive 
to permanent settlement and had witnessed the 
life span of generation after generation of the 
same families, and because over the period studied 
the quality of medical service had been high. Death 
records of all individuals above the age of twenty 
were copied. Family trees were constructed from 
these records. Each separate family tree listed 
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the names of the ancestors, the date, age, and 
cause of death of all individuals found to have 
been members of that family. 

The total deaths at each ten-year age group and 
at each ten-year time interval were ascertained. 
The percentages of individuals that died of cer- 
tain specified diseases were obtained. These per- 
centages were applied to the individuals in the 
various age groups and time intervals to obtain 
an expected number of deaths for the causes stud- 
ied. For example, the age group 60-69 in the 
time interval 1901-1910 would have for expected 
rates per unit — cancer .132, tuberculosis .050, heart 
disease .220, old age and ill defined .040, and all 
others .558—totaling 1. This represented the 
chance of dying of a given disease in a population 
of a given age group, all the members of which 
died in a given time interval. 


Tabulations were then made showing the chance 
of dying of cancer or other diseases for all the 
known ancestors of individuals who had died of 
cancer. Similar tables were constructed for the 
ancestors of individuals dying-of other causes. The 
summation of these tables furnished an expected 
number of deaths from various causes to be com- 
pared with the actual number of deaths from the 
various causes among ancestors of individuals with 
and without cancer. This method allowed for 
the grouping of data at different time intervals 
and age distributions, as well as the use of family 
trees of different lengths and structures. 

The smallest family tree constructed consisted 
.of one individual and one parent; the largest. of 
the individual and twenty-three relatives. This 
method of classification made no allowance for 
collateral lines. A family tree started from the 
most recent death in a given line. There were 
some cases where two trees were almost identical 
because the initial individuals were brothers and 
sisters. The number of these was not great, for 
as a rule only one son or daughter remained in 
the native town. The record of one individual 
was counted as a cancer or non-cancer ancestor as 
many times as it occurred in this capacity, but was 
considered as the first person in a family tree only 
once. 


OBSERVED EXPECTED 
CANCER CASES CANCER CASES 


Known ancestors of cancer individuals 97.0 76.4 
Known ancestors of non-cancer individ- 

OBSERVED EXPECTED 
CANCER RATES CANCER RATES 

Cancer rate per 100 among ancestors 

of cancer individuals............. 6.0 4.7 
Cancer rate per 100 among ancestors 

of non-cancer individuals......... 4.7 4.6 


Among the known ancestors of cancer individ- 
uals, the difference between the observed and the 
expected cancer cases showed significant positive 
association. A similar difference among ancestors 
of non-cancer individuals showed no significant 
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association. The expected cancer rates in the two 
populations were 4.7 and 4.6 respectively.* The ob- 
served cancer rate among ancestors of non-cancer 
individuals, 4.7, was consistent with the expected, 
but the observed rate among ancestors of cancer 
individuals, 6.0, was significantly greater. This 
method, which gives corrections for both the time 
element and the age factor, indicates that the rate 
is slightly over 1 per cent higher among ancestors 
of cancer individuals than would be expected. 

Another method used in the analyses of these 
data was a computation of the percentage of known 
cancer children in families in which one or both 
of the parents had cancer. In this part of the 
study an additional community, with a population: 
in 1930 of 8668, was added. The family trees were 
constructed in the same way as in the previous 
study, but the computations previously discussed 
were omitted due to the time element and the con- 
viction that sufficient evidence of this type had 
been used. 

Of 1129 families, one parent of whom had cancer, 
10.5 per cent of the known children in the family 
trees had cancer. In 6741 families in which neither 
parent had cancer, the cancer rate among known 
offspring was 8.6 per cent. The difference between 
10.5 and 8.6 indicates a cancer rate about 2 per cent 
higher among individuals with cancer parents than 
among those without the disease. In twenty-three 
families in which both parents had cancer, 13.0: 
per cent of the known children had cancer. The 
rate for families in which cancer occurred in both 
parents is based on a small population and is not 
well fixed. Still, it may point toward the possi- 
bility of a higher rate among such families. 

Of the children of parents who had cancer, 12.6- 
per cent had a cancer of the same site as the parent; 
29.5 per cent had cancer of a different site; and the 
sites were unknown in the remaining 57.9 per 
cent. The large number of unknowns was pri- 
marily due to the presence on the death certificate 
of the word “cancer” with no notation as to site. 
The large number of unknowns invalidates these 
figures; but when it is considered that 30 per cent 
of the children of cancer parents where the site 
was known had cancer of the same site, and 70 per 
cent had cancer of a different site, there is a possi- 
bility that site of cancer is of importance. 

The application of the binomial expansion to: 
family trees of various sizes, using the cancer rate 
for each group of families, was another method 
used on these data. The expected number of can- 
cers found in the total summation was compared 
with the actual and showed that multiple cancers 
were found slightly more often than would have 
been expected by a purely chance phenomenon. 

*The norm of 4.6 or 4.7 per cent is of course much lower than the 
present-day figure. This is due to the changing ratio over the years. The 
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According to this method, if one cancer occurred 
in the family tree, there would be an 11.3 per cent 
probability of another case’s occurring. The actual 
occurrence was 12.2 or a rate about 1 per cent 
greater than was expected. 

The second type of data used was a part of a 
Separate study dealing primarily with the associa- 
tion of various environmental factors and cancer. 
This study was financed in part by the Rockefeller 
Foundation. Histories were obtained from 249 
women with cancer of the cervix and 250 with 
cancer of the breast, and from controls with similar 
age distributions. These women were all living 
and voluntarily had answered many questions re- 
garding their life history. Only individuals willing 
to co-operate were included in the study. Fach 
woman was questioned regarding the cause of 
death or sickness of grandparents, parents, brothers 
and sisters. Living relatives, unless they had been 
diagnosed by physicians as cancer patients, were 
classified as non-cancer, although the probability 
was recognized that some of them might later de- 
velop this disease. The information regarding 
grandparents was inadequate and the hereditary 
history was limited to the immediate family group, 
that is, the father, mother and children. 
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Of the 249 individuals with cancer of the cervix, 
51 had either a parent or a brother or sister with 
cancer, while of the 249 controls, 44 had relatives 
with cancer. Of the 250 women with cancer of 
the breast, 53 had either a parent or brother or 
sister with cancer, while of the 250 women who 
were used as controls for this group, 43 had a 
parent or a brother or sister with the disease. The 
differences were not significant, but pointed in 
the same general direction as the other data. 


CONCLUSIONS 


All the methods used point toward some heredi- 
tary tendency to cancer. They do not indicate 
whether all cancer is hereditary. The statistical 
means at one’s disposal makes this impossible. A 
general hereditary susceptibility may or may not. 
be present. This study merely indicates that in- 
dividuals among whose immediate relatives cancer 
has occurred have a slightly greater chance of con- 
tracting the disease than has the remainder of 
the population. The difference between the two 
groups is not sufficient to cause undue worry, but 
indicates, without any question, that further sta- 
tistical studies on this problem are desirable. 

100 Nashua Street. 
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is the direct inspection of 
the abdominal and pelvic cavities by an endo- 
scopic instrument. Cystoscopes have frequently 
been used for this purpose, and numerous modifica- 
tions have been developed. Various names have 
been applied to the procedure, including celios- 
copy, ventroscopy, laparoscopy, organoscopy, ab- 
dominoscopy and splanchnoscopy. Although this 
examination is generally called Laparoskopie in 
Germany, here it is usually known as peritoneos- 
copy. In 1901, at the Seventy-Third Congress of 
German Naturalists and Physicians at Hamburg, 
Kelling’ first demonstrated Kélioskopie in a dog. 
He later used the method in human beings. From 
1910 to 1914 Jacobaeus’ published several papers on 
laparo-thoracoscopy, citing the usefulness of the 
method in cirrhosis, syphilis, Pick’s disease, metas- 
tatic tumors and tuberculous peritonitis. In 1925 
Nadeau and Kampmeier® published a comprehen- 
sive review of the literature, briefly citing the experi- 
ences of some twenty authors from 1910 to 1925. 
Reference is also made to many of these writers by 
Ruddock," * who is chiefly responsible for the re- 


From the Massachusetts General Hospital. 


*Assistant in surgery, Harvard Medical School and Massachusetts General 
Hospital. 


cent revival of interest in this subject in the United 
States. Ruddock has examined over 500 cases by 
this method, and reports the peritoneoscopic accu- 
racy of diagnosis as 91.7 per cent, as compared with 
a clinical accuracy of 63.9 per cent. Kalk® has also 
written extensively on Laparoskopie, and although 
he points out the possible dangers of puncturing 
the bowel, injuring the viscera, infecting the peri- 
toneum, spreading inflammatory processes and pro- 
ducing air emboli, he considers these possibilities 
to be very slight, reports no damage in 100 exam- 
inations, and concludes that the procedure is truly 
a “method without danger.” Others who have writ- 
ten recently on the subject include Short’ (1925), 
Korbsch* (1927), Sweek® (1927), Hanau’® (1932), 
Henning and Mancke™ (1933), Fervers'’ (1933), 
Stolze’* (1934), de Laserna y Espina** (1936), An- 
derson® (1937) and Hope’® (1937). Anderson 
points out the possibility of (1) transillumination 
of the stomach, sigmoid, rectum and vagina, (2) 
implantation of radon needles and (3) electroco- 
agulation for sterilization of the female. Hope is 
enthusiastic about the use of peritoneoscopy in the 
differential diagnosis of ectopic pregnancy. 

In a review of the literature we find that perito- 
neoscopy has been used in the following conditions: 
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Liver Disease 
Metastatic malignancy 
Cirrhosis 
Syphilis 
Congestion 
Echinococcus cyst 
Ascites 


Cancer 
Cirrhosis 
Tuberculous peritonitis 


Neoplasms of Stomach arid Colon 


Female Pelvic Disease 


Uterine tumors 
Ovarian tumors 
Ectopic pregnancy 


In this hospital we have been using the Rud- 
dock peritoneoscope for two years, and have made 
48 examinations. There has been 1 fatality, in 
which the pneumoperitoneum may well be con- 
sidered as a contributory cause of death. The pa- 
tient was in the terminal stages of multiple lung 
abscess, coronary disease and possible echinococcus 
cyst of the liver. An error in judgment was made 
in subjecting him to the stress and strain of seda- 
tive drugs and peritoneoscopy. There have been 
no other complications except a subcutaneous em- 
physema in a few cases. No real errors in diag- 
nosis have occurred, though in 1 case in which 
the liver appeared normal on the surface it was 
found by palpation at laparotomy to be full of 
nodules. This possibility, however, had been men- 
tioned in the peritoneoscopic report, for the ex- 
aminer had been suspicious of a smooth swelling on 
the surface of the liver. 


Instrument. We have found the Ruddock perito- 
neoscope satisfactory, and have used it in all except 
the first few examinations, when we used a thora- 
coscope. Ruddock has described the instrument in 
detail, with illustrations. It consists essentially of 
a very small, blunt trocar for obtaining pneumo- 
peritoneum, and a sheath into which may be in- 
serted a large, blunt obturator, an observation tele- 
scope or a biopsy forceps. The telescope and biopsy 
forceps each fit the sheath when the obturator is 
removed. The biopsy forceps is equipped with 
a small telescope so that biopsies can be taken 
under direct vision. A diathermy connection per- 
mits the coagulation of bleeding points. Air may 
be introduced at any time through the sheath. 


Technic. The patient is prepared as for lapa- 
rotomy, including abdominal shave and scrub, fast- 
ing stomach, empty bladder and preliminary seda- 
tion with barbiturates and morphine. The instru- 
ment is sterilized in the formalin cabinet. The 
surgeon and his assistant observe the same aseptic 
precautions as for any abdominal operation. The 
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usual site of puncture is in the midline just below 
the umbilicus, but other sites may be advisable 
when lower abdominal adhesions or tumors are 
suspected. Novocain is injected into the area se- 
lected, the skin and subcutaneous tissues being 
infiltrated down to the peritoneum. A small stab 
incision is then made through the skin and fascia, 
and the small blunt trocar is introduced into the 
peritoneal cavity, care being taken not to direct it 
toward the vertebrae because of the danger of com- 
pressing and injuring the viscera. The peritoneal 
cavity is then inflated with air with an ordinary 
hand bulb. Failure to introduce the trocar deeply 
enough may result in accidental inflation of the 
subcutaneous tissues with air. Such an emphysema, 
while not to be desired, has never caused any 
trouble in our experience. Having obtained a good 
air space it is safe to introduce the large trocar 
into the peritoneal cavity. The obturator is then 
removed from the sheath and the telescope is 
inserted in its place. The secret of success in 
peritoneoscopy lies in having a large peritoneal 
air space so as to assure satisfactory visualiza- 
tion. The examination of the abdomen and 
pelvis should be carried out systematically. The 
Trendelenburg position and other changes of posi- 
tion may be very helpful in exposing the various 
organs to be examined. Rectal or vaginal palpa- 
tion by an assistant may aid in exposure. Another 
assistant should be present to watch the patient’s 
pulse, respiration, blood pressure and general con- 
dition. 

Dangers. When patients are carefully selected, 
peritoneoscopy is attended with very little risk. 
Those with serious pulmonary or cardiac disease 
are not good prospects. Abdominal adhesions may 
complicate the procedure, but by careful selection 
of the site of puncture difficulties have thus far 
been avoided. Ruddock, however, reports 8 punc- 
tures of the bowel in 500 cases. In each of these the 
instrument was left in place and an abdominal in- | 
cision was made, which revealed that the trocar 
could have been removed without soiling the peri- 
toneal cavity, for in every case the bowel was firm- 
ly adherent to the parietal peritoneum. Ruddock 
also records 1 death from hemorrhage following 
biopsy of a carcinomatous nodule in the liver. He 
believes that this could have been avoided by more 
thorough coagulation of the biopsy wound. 


Indications. Peritoneoscopy may be indicated in 
any abdominal or pelvic condition where the diag- 
nosis is obscure, or where additional evidence is 
needed to confirm a diagnosis or to plan treatment. 
The procedure will frequently give information 
that will decide for or against laparotomy. We 
have found peritoneoscopy useful in cancer, cir- 
rhosis, tuberculous peritonitis, ascites, pelvic 
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mors, ectopic pregnancy and ovarian dysfunction. 
In one case an excellent view was obtained of 
a polycystic liver; in another case of supposed 
echinococcus cyst, the liver was found to be nor- 
mal; and in a third case where there was a ques- 
tionable palpable mass, the peritoneal cavity was 
found to be normal. 


Contraindications. Serious cardiac or pulmonary 
disease may be a contraindication, for the peri- 
toneal distention necessary for a satisfactory exam- 
ination may somewhat embarrass the circulation 
and the diaphragmatic movements. Numerous 
abdominal adhesions may constitute a contraindica- 
tion, though it is usually possible to select a site 
for puncture at a safe distance from previous lapa- 
rotomy scars. Because of the danger of spreading 
infection, peritoneoscopy is contraindicated in in- 
flammatory conditions. 

Relative Advantages of Peritoneoscopy and Ex- 
ploratory Laparotomy. Peritoneoscopy is a minor 
procedure performed under local anesthesia 
through a 1 cm. incision, requiring only one day’s 
hospitalization and involving very little risk or 
discomfort. Exploratory laparotomy is a major 
operation usually performed under general anes- 
thesia through a 12- to 15-cm. incision, requiring 
ten to fourteen days’ hospitalization and involving 
considerable risk and discomfort to the patient. 
Biopsy can be obtained by either method. Explora- 
tory laparotomy has the advantage of giving a more 
thorough examination, including palpation as well 
as inspection, and also of permitting the comple- 
tion of whatever operative procedure may be indi- 
cated. Peritoneoscopy, however, is a very much 
simpler procedure, and although it has limitations 
there are many cases in which it is definitely 
preferable. 


The following cases are typical of those in which 
we have found peritoneoscopy a valuable diagnos- 
tic procedure: 


Case 1. P. D. (M. G. H. No. 352746), a 55-year-old 
widowed American housekeeper, entered the hospital on 
April 12, 1936, with a chief complaint of pain in the 
right side. For 5% weeks she had experienced dull right 
upper quadrant and epigastric pain, associated with gaseous 
eructations and intermittent attacks of nausea and vomit- 
ing. There was a history of cholecystectomy 10 years pre- 
viously and pernicious anemia of 6 years’ duration, treated 
with liver with indifferent success. On physical examina- 
tion the patient appeared weak and was sallow. Abdom- 
inal palpation showed a firm, smooth, tender mass filling 
the epigastrium. The liver edge was smooth, firm and 
tender, 4 fingerbreadths below the costal margin. The 
patient was considered a poor risk for anesthesia. X-ray 
examination had been performed at the onset of the present 
_ illness at a local hospital, and was said to have shown 
a neoplasm of the stomach. 

Peritoneoscopy showed large, elevated nodules in both 
lobes of the liver (Fig. 1), having the gross appearance 
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of carcinoma. A biopsy was obtained from one of these 
nodules, which on pathological examination showed metas- 
tatic carcinoma. 


Comment. This patient, weakened by pernicious 
anemia and probable cancer of the stomach, was in 
no condition to withstand an exploratory laparoto- 
my, which carries a very high mortality in such a 
combination of circumstances. By the relatively 
simple operation of peritoneoscopy the liver was 
found studded with nodules, a positive biopsy of 


Figure 1. Case 1. Carcinomatous nodule of liver as seen 
through the peritoneoscope. A positive peritgneoscopic 
biopsy was obtained from this nodule. 


metastatic carcinoma was obtained and the patient 
was saved a surgical exploration. 


Case 2. G. Di M. (U No. 5311), a 55-year-old Italian 
laborer, entered the hospital on October 31, 1936, with a 
chief complaint of epigastric distress. He gave a history of 
epigastric distress with nausea and belching for the last 
2% years, relieved by food and soda until 6 months pre- 
viously, when the distress appeared with food and was 
not relieved by soda. There was no vomiting, but there 
had been a loss of 40 lb. in the past 8 months. Physical 
examination was essentially negative except for a 2 by 3 
cm. mass in the epigastrium. X-ray examination showed 
an annular filling defect of the antrum of the stomach, 
consistent with carcinoma. 

Peritoneoscopy showed the liver and _ peritoneum 
throughout to be free of metastatic cancer (Fig. 2). Op- 
eration was therefore undertaken the next day, the peri- 
toneoscopic observations were confirmed, and the gastric 
lesion was resected. Pathological examination showed it 
to be carcinoma of the stomach with metastases to re- 
gional lymph nodes. The patient made a good recovery, 
went home, gained weight and strength for several months, 
but eventually failed and died of recurrence about 8 
months after the operation. 
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Comment. Because of the long history, the large 
amount of weight loss and the palpable mass, it 
was believed on clinical examination that the lesion 
was very likely inoperable. Peritoneoscopy, how- 
ever, showed a normal liver and peritoneum. Op- 
eration was therefore undertaken and the growth 
removed. Although this patient died of recurrence 


Figure 2. Case 2. Appearance of normal liver and gall 
bladder. 


eight months later, he was given a considerable 
period of comparative symptomatic relief. 


Case 3. A. G. C. (U No. 92031), a 54-year-old Italian 
housewife, entered the hospital on November 27, 1937, 
because of swelling of the legs. Twenty-seven years pre- 
viously, edema of the legs appeared during the first 
pregnancy, disappearing after delivery but recurring with 
each of five subsequent pregnancies. The edema had 
been persistent for the past 5 years. Five years previously 
the patient had experienced an attack of jaundice, fever, 
epigastric distress and vomiting. Similar attacks had 
recurred on four or five occasions, The past history was 
noncontributory except for daily intake of beer. On phys- 
ical examination the patient was moderately obese, with 
slightly pale mucous membranes and a muddy complex- 
ion. The heart and lungs were negative. On abdominal 
palpation there was mild epigastric tenderness. The liver 
edge was smooth and non-tender, and descended 4 finger- 
breadths below the costal margin on inspiration. The 
spleen was palpable and of firm consistence, and was felt 
2 or 3 fingerbreadths below the costal margin. The ex- 
tremities showed pitting edema of both lower legs, the 
right leg being larger than the left. The urine was 
negative. The red-cell count was 1,780,000, with a hemo- 
globin of 45 per cent. The white-cell count was 2300, with 
polymorphonuclears 56 per cent, lymphocytes 42 per cent 
and large mononuclears 2 per cent. The red cells were 
larger than normal, and showed some stippling. The 
reticulocyte count was 5.8 and 8.6 per cent on two occa- 
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sions. Sternal puncture showed active red-cell formation. 
The fragility was normal. The liver function test was. 
12 per cent retention in 20 minutes. X-ray examination 
showed a large spleen and a small liver consistent with 
cirrhosis. On Graham test a few small calcified stones. 
were seen in the gall bladder, which filled normally with 
the dye. 

Administration of liver extract was started, but there 
was no response. Three transfusions were given, with 
improvement. Because of the failure of liver extract to 
raise the red-cell count, and because of constant reticu- 
locytosis without any therapy, the anemia was considered 
to be at least partially hemolytic, and splenectomy was. 


Figure 3. Case 3. Typical appearance of small, cirrhotic, 
hobnail liver. 


believed indicated. Many of the staff, however, were not 
enthusiastic about splenectomy and considered the patient 
a poor risk. Peritoneoscopy was therefore suggested. 
Peritoneoscopy showed the liver to be extremely small 
and granular, in fact almost nodular and hobnailed 


(Fig. 3). All observers agreed that it was typically 
cirrhotic. 
Comment. Peritoneoscopy in this case estab- 


lished a positive diagnosis of advanced cirrhosis of . 
the liver, which contraindicated the proposed 
splenectomy. 


Case 4. A. R.K. (U No. 45885), an 89-year-old Canadi- 
an widow, entered the hospital on December 31, 1937, 
because of right lower-quadrant pain. Nineteen days. 
before entry she began to have a dull ache in the right 
lower quadrant and over the symphysis, especially when 
lying on her back or turning over in bed. There had 
also been frequency, urgency, polyuria and nocturia. 
There was moderate anorexia, gaseous distention and con- 
stipation. Physical examination showed a mass in the 
lower abdomen, chiefly on the right side, and difficult to 
outline. Over this region there was well-localized tender- 
ness and spasm. The temperature was 98.6°F.; the white- 
cell count was 8400. 


EN 
# 
wets 


Vol. 218 No. 17 


Appendiceal abscess and neoplasm of the ovary, uterus 
or bowel were both considered in the differential diag- 
As the tenderness subsided and the temperature 


nosis. 


Figure 4. Case 4. Large, benign-appearing ovarian 
cyst in a patient eighty-nine years of age. 


remained normal, the diagnosis of abscess was abandoned, 
and the process was presumed to be noninflammatory. 
Peritoneoscopy was advised. 


On peritoneoscopy (January 5, 1938) there was seen a 
bluish-gray mass consistent with a large, benign ovarian 


Figure 5. Case 4. Aspirating trocar plunged into an 
avascular area in the cyst, under direct peritoneoscopic 
vision. 


PERITONEOSCOPY — BENEDICT 


717 


cyst occupying the entire right lower quadrant and extend- 
ing slightly to the left of the midline and above the um- 
bilicus (Fig. 4). It was very smooth in outline, apparently 
nonadherent and definitely translucent. 

A probable diagnosis of benign ovarian cyst having been 
established, the possible choices of therapy were consid- 
ered. With no treatment at all this woman would have 
been left with a cyst which was apparently giving definite 
symptoms. Laparotomy through a long incision, with 
removal of the large unruptured cyst, was considered 
hazardous and unjustifiable in a woman of this age. 
Laparotomy through a small incision, with puncture of the 
cyst and removal of the cyst wall, was also rejected as 
somewhat hazardous and unsatisfactory. Blind tapping of 
the cyst through the abdominal wall was considered 
dangerous, as the trocar might enter the bowel or punc- 
ture a blood vessel. Aspiration of the cyst under direct 
peritoneoscopic vision was felt to be the ideal procedure. 


Figure 6. Case 4. Resultant collapse of the cyst. 


Accordingly, peritoneoscopy was again performed (Jan- 
uary 7, 1938). The peritoneoscope was introduced through 
the incision previously used (in the midline just above the 
umbilicus), and a long trocar was inserted through the 
abdominal wall in the right lower quadrant. Under di- 
rect vision through the peritoneoscope this was seen to 
enter the abdominal cavity near the cyst. An avascular 
area in the cyst wall was then selected and the trocar was 
plunged deeply into the cyst (Fig. 5), suction was applied, 
and 520 cc. of clear, thin, straw-colored fluid was aspi- 
rated, with resultant collapse of most of the cyst (Fig. 6). 
The temperature remained absolutely flat following both 
peritoneoscopies. Because of the patient’s age she was kept 
in the hospital a little longer than usual, but was dis- 
charged home improved 5 days after peritoneoscopy. 


Comment. While we do not recommend this 
form of therapy for ovarian cysts, it so happened 
that it was admirably suited to meet the problem 
presented by this patient in her ninetieth year. 
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Case 5. M. E. B. (M. G. H. No. 355031), a 69-year-old, 
single American woman, entered the hospital on July 23, 
1936, because of vomiting and a 30-lb. weight loss of 
3 months’ duration. Two months previous to admission 
she noticed a large, painless lump in the right abdomen. 
On physical examination the abdomen was markedly dis- 
tended and rather tense, with fluctuation of the lower 
portion. A firm, rather irregular, moderately tender mass 


was palpated in the lower abdomen. Rectal examination — 


showed several fixed, irregular nodules behind the cervix. 

At peritoneoscopy, after removal of 250 cc. of straw- 
colored fluid, the entire lower abdomen was seen to be 
occupied by a large, smooth, pearl-gray mass, from which 
a biopsy was obtained. The anterior peritoneum appeared 
to contain metastatic nodules. The pathological report 
was metastatic carcinoma. A series of x-ray treatments 
was given. 


Comment. In this case, peritoneoscopy estab- 
lished a positive diagnosis of carcinoma, probably 
of ovarian origin, and enabled the x-ray department 
to carry out an intelligent plan of x-ray therapy. 


Case 6. G. H. (U No. 88618), a 23-year-old single, 
_ American-born truck driver of Syrian extraction, entered 
the hospital on October 29, 1937, complaining of progres- 


Figure 7. Case 6. Tuberculous peritonitis with multiple 
adhesions; peritoneum studded with tubercles. 


sive swelling of the abdomen of 3 months’ duration, with 
a 15-lb. weight loss. Physical examination showed marked 
scoliosis, a full, rounded abdomen, suggesting fluid but 
without much positive physical evidence, and a slight 
splenomegaly. X-ray examination demonstrated scoliosis, 
7 tuberculosis of the right upper lobe (clinically inac- 
tive). 

On peritoneoscopy the abdominal cavity was found to be 
completely filled with numerous filmy adhesions, on some 
of which were many pin-point tubercles (Fig. 7). Only 
a small amount of fluid (100 cc.) could be removed. 


THE NEW ENGLAND JOURNAL OF MEDICINE 


Apr. 28, 1938 


Comment. In this case the differential: diag- 
nosis was between neoplasm with ascites, Banti’s 
disease and tuberculous peritonitis. From the 
point of view of treatment, a positive diagnosis 
was important. Peritoneoscopy established the 
diagnosis of tuberculous peritonitis. 


Case 7. C. McC. (U No. 92925); a 29-year-old, white, 
American housewife, entered the hospital on November 18, 


1937, because of vaginal bleeding. Eighteen days before 
‘entry the patient missed her normal menstrual period, 


experienced morning vomiting for a few days and noted 
swollen, tender breasts. On three occasions ‘during the 


Figure 8. Peritoneoscopic view of a normal uterus, part 
of the left tube, and part of a somewhat enlarged left 


ovary. 


past 8 days she had suffered bilateral lower abdominal 
cramps, with moderate vaginal bleeding. She had been 
married 9 years, but had had no pregnancies. On physical 
examination the abdomen showed diffuse tenderness in the 
left lower quadrant. Vaginal examination disclosed a soft 
cervix, dilated external os, slightly enlarged, soft fundus, 
and a tender, movable, walnut-sized mass in the left vault. 
There were possible lesions in the right vault. The . 
Aschheim-Zondek test was positive. 

Peritoneoscopy (November 19, 1937) showed free blood 
in both anterior and posterior cul-de-sacs. The fundus 
of the uterus appeared normal in size and color. The 
distal end of the right tube was distended so that it 
appeared to be about 6 cm. in diameter. The proximal 
end of the left tube appeared normal, but the distal end 
was not recognized. On the basis of the hemoperitoneum 
and the mass in the right tube, a diagnosis of ectopic preg- 
nancy with right hematosalpinx was made. Operation 
confirmed the peritoneoscopic findings of hemoperitoneum 
and a cystic mass in the right tube. The ectopic pregnancy, 
however, was in the distal end of the left tube. 


Comment. The clinical diagnosis in this case 
was a question of ectopic pregnancy. The demon- 
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stration of hemoperitoneum by _peritoneoscopy 
made the diagnosis of ectopic pregnancy a positive 
one. 


Case 8. R. T. (U No. 92127), a 32-year-old, single, 
American woman, entered the esabedt on November 22, 
1937, because of amenorrhea. Although the catamenia 
were normal and regular every 28 days from the time 
the patient was 11 years old until she was 19, her periods 
suddenly stopped at that time, and except for one normal 
period at the age of 20 she had not flowed again. Except 
for nervousness, occasional hot flashes and mental depres- 
sion, the patient had been in good health. Physical exam- 
ination showed: normal secondary sex characteristics, Pel- 
vic examination revealed a marital introitus, a small, 


nulliparous cervix and the fundus probably in second-degree 
retroversion. 


On peritoneoscopy the uterus was clearly seen to be 
in normal position and of about two-thirds normal size. 
Both ovaries were small and atrophic, with no evidence 


of recent scarring or of follicle or corpus-luteum forma- 
tion. 


Comment. In this case, peritoneoscopy disclosed 
a small uterus with atrophic ovaries. The positive 
information thus obtained was inducive to intelli- 
gent therapy by the Ovarian Dysfunction Clinic. 


CONCLUSIONS 


Peritoneoscopy is the direct inspection of the ab- 
dominal and pelvic cavities by an endoscopic instru- 
ment. A satisfactory biopsy can be obtained. 


In properly selected cases it is safely and easily 
performed under local anesthesia, with little dis- 
comfort to the patient. 


Peritoneoscopy will not replace exploratory lapa- 
rotomy in all cases, but in certain cases it makes 
it possible to avoid major surgical operations. 
Whereas surgical exploration usually involves gen- 
eral anesthesia, long incision, two weeks’ hospitali- 
zation and considerable risk, peritoneoscopy re- 
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quires only local anesthesia, a stab incision, one 
day’s hospitalization and very little risk. 


Peritoneoscopy may be indicated in any abdom- 
inal or pelvic condition where the diagnosis is ob- 
scure or where additional evidence is needed to 
confirm a diagnosis or to plan treatment. It is con- 
traindicated when there is serious cardiac or pul- 
monary disease, and when there are inflammatory 
processes or many adhesions in the peritoneal cav- 
ity. We have found the procedure of value in ab- 
dominal cancer, cirrhosis, tuberculous peritonitis, 
ascites, pelvic tumors, ectopic pregnancy and 
ovarian dysfunction. 
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PAPERS FROM THE FAULKNER HOSPITAL 


THE CONDITION OF THE CERVIX AS DETERMINED BY 
VAGINAL EXAMINATION 


A True Index of the End of Pregnancy 
Raymonp S. Titus, M.D.* 


EDICAL teaching twenty-five years ago was 

opposed to vaginal examinations late in preg- 
nancy, and the teaching today has changed very 
little in this regard. Inherited fear of infection 
by vaginal examination ‘is, of course, the reason for 
this attitude, and it must be acknowledged that 
many cases of puerperal sepsis have been avoided 
by strict adherence to this dictum. However, so 
long as the patient is neither bleeding nor in labor, 
in other words presents no raw surface through 
which infection may enter, the chances of infec- 
tion are negligible and are far outweighed by the 
information which is gained by means of the pro- 
cedure. Only by its use can the changes in the 
cervix that immediately precede the onset of labor 
be appreciated; and since these changes are essen- 
tial to the proper management, particularly in the 
induction of labor, in many cases of pregnancy, 
their recognition is extremely important. 

The acquisition of the information contained in 
this communication has been slow in accumulation. 
For twenty-odd years observations have been made. 
The extremely rapid termination of pregnancy in 
one case after therapeutic induction of labor in 
contrast to the delay in another was puzzling. Both 
patients might be at the same time of their preg- 
nancies according to dates, and yet one labor 
might be extremely easy, absolutely normal and 
uncomplicated, while another might be delayed for 
two or three days. The quest of ascertaining why 
these differences existed led to vaginal examina- 
tions, and has resulted in the information later on 
described. 

In this communication something is said of elec- 
tive induction of labor. This paper is no brief 
for this procedure. Such cases are referred to only 
because of the information they furnish in regard 
to the changes in the cervix. Elective induction of 
labor is a major obstetrical performance and 
should be performed only by the well-trained and 
experienced obstetrician; but it must be appre- 
ciated that the acquisition of the knowledge upon 
which proper criteria for elective induction are 
based has also furnished the data for the recogni- 
tion of the changes that occur in the cervix during 
the last month of pregnancy. 


In the past twenty-five years there have been 
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several very important advances in clinical ob- 
stetrics. Rectal examinations during labor are so 
much of an advance that they should be univer- 
sally adopted, and it is surprising that they are not. 
They certainly should take the place of almost 
all vaginal examinations. Routine episiotomy is 
a procedure the benefits of which entitle it to be 
classed as a true step in advance. Fundal pressure 
has done away with many forceps operations. Anal- 
gesia has reached a state where in trained hands 
it is almost perfect. But no advance has been so 
important, has so lowered the fetal and maternal 
mortality and maternal morbidity, as an appre- 
ciation of the dangers of delivery through the 
physiologically unprepared cervix. 

Twenty-five years ago the cervix during labor 
received little or no consideration. In cases in 
which immediate delivery seemed necessary, deliv- 
ery was accomplished by the vaginal route, irre- 
spective of the condition of the cervix. The re- 
sults too often included badly mutilated cervices, 
postpartum hemorrhages, ruptured uteri and high 
fetal and maternal death rates. During this era 
patients with placenta previa, severe toxemia 
or eclampsia were routinely delivered through the 
undilated cervix, and many maternal deaths were 
attributed to these complications which were due 
solely and entirely to the operative procedure. 

But has our knowledge about the normal cervix 
in the last weeks of pregnancy increased beyond 
what we knew twenty-five years ago? Much more 
is known, but this is not generally appreciated. 
The teaching of obstetrics has not stimulated the 
acquisition of a knowledge of the cervix, because 
it has long been an axiom that the vagina should 
be left alone in the latter months of pregnancy, that 
vaginal examinations should be done only when 
some indication made it necessary — not as a rou- 
tine procedure. Undoubtedly, inherited fear of in- 
fection has entered into this teaching. This fear 
is probably groundless, for, in view of human na- 
ture and human weakness, it is reasonable to infer 
that the vagina is invaded quite often through in- 
tercourse in the last few weeks of pregnancy; and 
it seems unreasonable to believe that the invasion 
of the vagina, with a sterile glove, of a person not 
in labor will cause infection. 

If we are to learn of the cervix late in preg- 
nancy, the cervix must be felt. In no other way 
can one know its normal changes. We learn by 
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teuch. If we do not examine patients routinely 
and frequently in the last few weeks of pregnancy, 
we cannot appreciate what normal changes take 
place. Whether we believe in elective induction or 
not, it has, by necessitating frequent vaginal exam- 
inations in an attempt to determine when the time 
for induction is ripe, been responsible for our 
knowledge of the normal, physiologic changes of 
the cervix late in pregnancy. 

For one reason or another, inductions were for- 
merly done on certain cases by rupturing the mem- 
branes, because the results in other cases that had 
had to be induced had been so successful. At that 
time dates alone were the criteria as to when this 
should be done. Experience showed that dates 
were not a constant, safe indication. Some of 
these patients had their babies quickly. Others 
would not start in labor for thirty-six or forty-eight 
hours, and although they all came along success- 
fully, some of them undoubtedly had harder and 
longer labors than were necessary. Each of the 
rapid cases stimulated further investigation and 
brought up the question why some were delayed. 
To ascertain these reasons routine vaginal examina- 
tions at weekly intervals after the eighth month 
were instituted. One must appreciate that hun- 
dreds of such examinations were done; and it was 
not until a great many had been made that it be- 
came clear that as these patients approached the 
end of their pregnancies the cervices became oblit- 
erated, soft, and patulous in varying degrees, and 
the internal osar became soft. When these con- 
ditions were present, it was realized that the pa- 
tient was ready to be induced; and these are the 
criteria upon which an intelligent induction is 
based. There are no other criteria! The corol- 
lary is that the unobliterated, unopened cervix al- 
most invariably means that the end of pregnancy 
has not yet been reached. 

The patient who is within a week or so of 
her expected date, who starts up spontaneously 
and who has a baby normally within two or three 
hours is really ready to have her baby, and the 
same is true of the patient whose baby arrives 
anywhere from one-half to four hours after the 
induction of labor. But when one realizes that the 
latter was induced because the cervix was soft, 
obliterated and dilated, one must admit that the 
cervix was an index of the end of the pregnancy. 
May it not be said, irrespective of dates, that that 
particular person was at the end of her journey? 
And then when it is pointed out that occasional 
patients have been examined for one reason or 
another as early as three weeks before the ex- 
pected time of labor whose cervices were found 
to be flat, soft and patulous, who began labor 
within a few days, whose babies arrived within 
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one and a half hours of the onset of labor, whose 
babies weighed as much as or more than the 
previous babies of these same patients, will it not 
then be admitted that the cervices in these cases 
showed that the end of pregnancy was at hand? 
And then when other cases are demonstrated that 
were examined week after week for four weeks 
after the expected end of pregnancy and still had 
firm and undilated cervices, will it not be ad- 
mitted that the cervix is a better index of the 
end of pregnancy than any other index we now 
have? And, lastly, when patients whose dates for 
elective induction had been definitely set because 
of the condition of the cervices started up spon- 
taneously within twenty-four hours of this  set- 
tled date, will this not be a proof that one can 
tell by the cervix when the end of pregnancy is 
around the corner? These questions will be an- 
swered in the cases to be demonstrated. 

Four hundred and forty-seven deliveries by the 
vaginal route are the basis of this paper. Of these, 
138 were induced electively by the rupture of the 
membranes. Thirty-two more started up spon- 
taneously after a date had been set for their in- 
ductions. 

It is impossible to say how many vaginal ex- 
aminations were made on these patients, but un- 
doubtedly there were a great many. Is the vaginal 
examination a safe procedure? Does it cause in- 
fection? The answer is that in this series there 
were two cases of infection. One started five days 
after delivery and was due to a hemolytic strep- 
tococcus; the patient ran a fever for five days 
only. The second case was that of a patient who 
had been infected with gonorrhea during her preg- 
nancy, was not examined in the office before labor, 
and was delivered normally. 

As to the technic of these vaginal examinations, 
the patient is examined with a sterile glove, which 
is moistened with a 1:20 dilution of Lugol’s solu- 
tion to make the examination more comfortable 
for the patient. The vulvae should be gently 
cleansed with soap and water and rinsed with the 
dilute iodine solution. 

If vaginal examinations are to be done routinely 
late in pregnancy, they must not only be safe but 
they must also be done for a purpose. What do 
they teach? In the first place, they teach the 
physician to recognize the normal changes that 
go on week by week in the cervix toward the 
end of pregnancy, and in no other way can these 
changes be appreciated. Secondly, they show that 
the majority of patients have obliterated, soft, 
open cervices before they start in labor, and that 
it is the unusual case that starts in labor with 
an unobliterated, firm, undilated cervix. These 
facts are of value both to the physician and to 
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the patient, particularly one living in the coun- 
try. If the examination shows an unobliterated, 
firm, undilated cervix, it is perfectly safe for the 
patient to return home. When such a patient 
starts up spontaneously in labor we know that the 
cervix will require a long while to take up and 
dilate. This is important information. More 
intelligent handling of the case, if labor starts, is 
possible. If, on the other hand, examination shows 
a cervix that is entirely obliterated and open, the 
patient should remain in town within easy dis- 
tance of her hospital. Thirdly, vaginal examina- 
tions by those who believe in elective induction 
will show definitely whether the individual case 
is ready to be induced. Fourthly, they give a very 
definite idea of when the time for delivery is at 
hand in patients whose periods are not to be re- 
lied upon. All these facts are well worth while 
from the obstetrician’s point of view and often 
from the standpoint of the patient. 


In reviewing these cases no definite tabulation 
has been attempted. However, the longest labor 
was ten hours, the shortest eighteen minutes, and 
the average duration was from three to five hours. 
There were no complications; there were no pro- 
lapses of the cord; there were no postpartum 
hemorrhages; and no babies were lost. The follow- 
ing cases illustrate one or more of the above 
points: 

Case 1. (No. 2509.) Para III. This patient was due 
on dates on May 27-30. On May 4, vaginal examination 
showed an engaged vertex and an almost flat cervix, 
dilated one finger plus. One week later, the cervix was 
two fingers dilated, flat and soft. She was induced on 
May 14, when she was 2 weeks early on dates. The mem- 
branes were ruptured at 8:45 in the morning and the baby 
was delivered normally 1 hour and 20 minutes later. This 


baby weighed 7 lb., 6 oz., and a previous baby had 
weighed 7 lb., 12 oz. 


This case proves by the duration of the labor and 
the size of the baby that the patient was at the end 
of her pregnancy even though the expected date, 
as ordinarily computed, was two weeks away. 


Case 2. (No. 2975.) Para II. This patient was due 
on dates on November 17-20. Examination on October 21 
showed the cervix to be entirely flat, one finger dilated. 
She lived 25 miles from Boston. Her previous baby was 
premature and weighed 5 lb., 12 oz. Her membranes 
were ruptured at 8:50 a. m. and the baby was born at 
9:15 a.m. This baby weighed 6 lb., 9 oz., and in no way 
looked premature. 


Examination of the cervix in this case showed 
that labor was imminent approximately four weeks 
before the computed time. The duration of the 
labor and the size of the baby bore out this in- 


ference. 


Case 3. (No. 2774.) Paral. This patient was 41 years 


THE NEW ENGLAND JOURNAL OF MEDICINE 


Apr. 28, 1938 


old and was due on dates on October 14-17. She was 
seen in the office on October 1, at which time vaginal 
examination showed an engaged vertex and an absolutely 
flat cervix. Vaginal examination again a week later showed 
a flat cervix, dilated one finger. The patient went into 
the hospital that night. Her membranes were ruptured 
at 8:45 a. m., and a simple forceps was done to a crowning 
head shortly after 2:00 p. m. The baby weighed 8 lb. 


Case 4. (No. 2375.) Paral. This patient was 40 years 
old and was due on dates June 10-13. Vaginal examina- 
tion on May 31 showed the cervix to be entirely taken up, 
dilated one finger, with a tight internal os. On June 7 
vaginal examination showed the cervix to be entirely flat, 
and the internal os dilated one finger. Membranes were 
ruptured about 9:00 a. m. on June 12, and the baby was 
9 ye shortly after 1:00 p. m. The baby weighed 

lb., 6 oz. 


These two cases show that by the examination 
of the cervix, combined with a knowledge of the 
changes taking place late in pregnancy, it is pos- 
sible to predict a relatively easy labor. 


Case 5. (No. 3037.) Para III. This patient was due 
on dates on January 4-7, She lived out of town and was 
not seen during her pregnancy. Vaginal examination on 
December 26 showed no obliteration of the cervix; it was 
dilated one finger and firm. A note made at that time 
reads, “This patient will go three weeks.” On January 2 
the cervix showed no change from the previous visit. 
On January 9, a note reads, “Cervix still only one finger, 
tight, not obliterated; and if labor starts, it will be long.” 
Three days later the patient started up spontaneously and 
had a very hard labor. Pains 3 or 4 minutes apart over 
a period of 10 hours were required to deliver normally 
a child weighing 8 lb., 14 oz. 


An appreciation of the difficulty that a patient, 
going in labor with a cervix of this type may ex- 
perience is of value to the obstetrician. 


Case 6. (No. 2959.) Paral. This patient was 28 years 
old and was due on dates on November 8-11. Vaginal 
examination on October 27 showed the cervix to be pos- 
terior and not taken up. Vaginal examination on Novem- 
ber 3 showed that the head was not in the pelvis, and the 
cervix not taken up. On November 9 the cervix was not 
flat or open, but the head could be engaged. On Novem- 
ber 19, 8 to 11 days after the expected date, examination 
showed no change. On November 25 vaginal examination 
showed the cervix to be much shorter and smaller but 
not open. The patient started in labor spontaneously on 
November 26, early in the morning, and it was very 
evident that she was not ready and that labor would be 
long. She did poorly and labor was terminated the fol- 
lowing afternoon, November 27, because meconium began 
to come away (this was after the membranes had rup- 
tured). The baby weighed 7 lIb., 10 oz. 


Labor may have been complicated by suspension, 
but the character of this labor was definitely prog- 
nosed by vaginal examination. : 


Case 7. (No. 2681.) Para II. This patient was due 
on dates on April 15-18. Vaginal examination on April 3 
showed the cervix to be soft, flat and two-fingers dilated. 
On April 6 the membranes were ruptured at 9:45 a. m., 
and the baby was delivered normally at 10:03 a. m. The 
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cervix at the time of examination was extremely soft and 
flat and dilated three fingers. The baby weighed 7 lb., 
2 oz. 


Case 8. (No. 2742.) Para III. This patient was due 
on dates on December 26-29. On December 15 vaginal 
examination showed the cervix to be soft and quite flat. 
On December 21 vaginal examination showed the cervix 
to be soft, two-fingers dilated, and easily dilatable. The 
following day the membranes were ruptured at 9:15 a. m., 
and she delivered herself in 35 minutes of a baby weighing 
8 lb. 


These two cases are ideal examples of the value 
of determining the condition of the cervix in cases 
of elective induction. 


The next few cases are interesting from the 
standpoint of the determination of the end of preg- 
nancy by the changes observed in the cervix rather 
than by dates: 


Case 9. (No. 2061.) This patient was due on dates 
on May 21-24. She lived in New York and came to Bos- 
ton the end of April, hoping to have her baby as soon as 
the baby was ready to come. Vaginal examination on 
May 23 showed the cervix to be soft, but not in the least 
bit taken up. Examination on June 1 showed the cervix 
to be shorter, but still not ready. On June 10 the cervix 
was soft but not obliterated. On June 18 the cervix was 
practically flat and just admitted one finger. In spite 
of her request that labor be started, this patient was told 
that she was not ready to have her baby, and she did not 
start in labor spontaneously until June 30, which was five 
weeks later than the estimated date. The baby was not 
unduly large, weighing only 7 lb., 10 oz., and the patient 
had a perfectly normal labor. 


Case 10. (No. 2904.) Para I. This patient was due 
on dates on June 8-11. Vaginal examinations began on 
May 28, at which time the cervix was not taken up or flat. 
On June 11, 18 and 25 the cervix was still not flat. On 
July 2 the cervix had begun to show the changes that one 
expects to feel toward the end of pregnancy: it was almost 
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flat and dilated one finger. She started in labor spon- 
taneously on the evening of July 8, and was delivered 
normally the next morning. 


Case 11. (No. 2933.) Para I. This patient expected 
her baby September 16-19. On September 4 the cervix 
was not flat, soft or open. On September 14 the cervix was 
not flat or open. On September 21 the cervix was begin- 
ning to take up and just admitted a finger. On October 1 
the cervix was almost obliterated, but not flat. On Octo- 
ber 7 the cervix was still not entirely obliterated and was 
not open. On October 14 the cervix was almost flat, 
admitting a finger. On October 16 the patient started 
in labor; she had a normal labor which was terminated 
by forceps. The baby weighed 8 lb., 9 oz. 


Case 12. (No. 3035.) This patient was a diabetic whose 
catamenial history was absolutely unreliable. She was 
always very irregular, at times going as long as 4 and 5 
months without flowing. She did not know that she was 
pregnant until she was 44 or 5 months along. She thought 
that her last period was in January, but she did not know 
whether she had one in December. No vaginal examina- 
tions were made until October 6, at which time it was evi- 
dent that she was about ready to have her baby. The 
head was well in the pelvis, and the cervix was very soft 
and dilated one finger. Three days later the membranes 
were ruptured at 9:00 a. m., and she delivered herself 
yi te m. of a baby weighing 6 lb., 13 oz. 


* * * 


In conclusion, it has been shown that the normal 
cervix at the end of pregnancy is an obliterated, 
soft, patulous organ; that an appreciation of these 
changes can be obtained only by routine vaginal ex- 
aminations in the last few weeks of pregnancy; 
that the latter is a perfectly safe procedure when 
properly performed; that the cervix: is the only 
index upon which induction should be based; and 
that the cervix is the real index of the end of preg- 
nancy. 


GOUT 
Report of an Unusual Case in a Woman 
James A. Hatstep, M.D.* 


DEDHAM, MASSACHUSETTS 


Ag EDICAL teaching for a generation has led 
to the belief that gout is a rare disease, so 
much so that it is often not considered in the 
differential diagnosis of acute and chronic arthritis. 
Recent literature’’*:* has done much to change 
this point of view, and to point out the criteria 
by which the disease may be recognized before 
tophi appear. The importance of correct diagnosis 
is self-evident in that the management and prog- 
nosis are so different from the other rheumatic 


*Physician, Faulkner Hospital; assistant in medicine, Harvard Medical 
School. 


diseases with which it may be confused. Need- 
less removal of suspected foci of infection, vac- 
cine therapy, and so forth, may be avoided by 
correct recognition of the disease. To summarize 
the clinical aspects of gout and to record a case 
with rare features are the purposes of this article. 


CASE REPORT 


A woman of 69 was admitted to the Faulkner Hospital 
on September 9, 1937; she had been suffering from acute 
polyarticular arthritis for 5 weeks. Five years before 
admission, having been previously in robust health all her 
life, she had a sudden attack of acute pain in the big toes 
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of both feet, which lasted 4 weeks and cleared up com- 
pletely. Repeated careful questioning failed to reveal 
a history of any previous joint disturbance. Since then 
she had had many similar attacks in the big toe, the attacks 
rarely lasting more than 2 weeks until the present one. 
Occasionally during the past 2 years she had also had 
attacks involving the knees and wrists as well as the feet. 
Four years before admission she was told that she had gout 
and that the blood uric acid was elevated. Five months 
previously she had an attack following an emotional shock 
caused by the death of her sister. Five weeks previous 
to admission she began to have the present attack, which 
continued unabated and involved the toes, ankles, wrists 
and knees, and in addition, for the first time, the right 
shoulder. With this attack she had had no appetite, was 
constipated, but had had no nausea or vomiting. She had 
been able to be up and about with considerable discomfort 
until a few days previously, since when she had had to 
remain in bed. She had lost 5 lb. during the previous 
5 weeks. 


The family history was significant in that her father 
had had gout. He died of pneumonia and kidney trouble 
at 63. Her mother died at 77, cause unknown. 

The patient had rarely taken alcohol. She had always 
eaten sparingly of meat. She rarely ate liver, sweetbreads 
or kidneys, but was fond of sardines. She took one cup 
of coffee daily and no cocoa. 

She had always been well. An appendectomy had been 
performed many years before. She had had migraine 
during her youth, but this had ceased before the meno- 
pause. Eight years before her present attack she had had 
a retinal hemorrhage in the left eye, which resulted in 
poor vision in that eye since that time. Eight months 
previously she had a sudden weakness in her right arm 
and leg and almost fell. She remained in bed 10 days, 
but was not paralyzed after she got up. The weakness 
of the right arm and leg had been very slight, and the 
degree of hemiplegia was not sufficient to cause any pain 
in the shoulder. 

Physical examination revealed a well-developed woman 
weighing about 150 lb., lying in bed in considerable dis- 
comfort. She was unable to move her legs, wrists or right 
arm easily, but was able to sit up without pain if assisted. 
The temperature was 102°F., the pulse 80 and the respira- 
tions 20. There were no other abnormal findings except 
as follows. The blood pressure on admission was 190/104, 
but after she had been in bed for 2 days it fell to 150/90. 
The liver was just palpable but not tender. The right 
knee jerk was consistently a little more active than the left, 
but the Babinski sign was not present. Examination of the 
extremities showed marked limitation of motion from pain 
in the knees, ankles and wrists and the right shoulder. 
There was moderate swelling of the wrists, especially the 
right, but no fluid was demonstrated in the knee joints 
and no swelling or redness of the shoulder was noted. 
There was redness, swelling and dilatation of the veins 
around both metatarsophalangeal joints, and a small tender 
lump at this site on the right. There were no tophi 
in the ears and no swellings over the olecranon processes. 

Urinalyses were negative, except that the specific gravity 
did not go above 1.014 both in routine examinations and 
in a concentration test. The red-cell count was 4,700,000, 
with a hemoglobin of 94 per cent (Sahli). The white-cell 
count on admission was 8000, with 84 per cent polymor- 
phonuclears and 16 per cent lymphocytes. A blood Hinton 
test was negative. The uric acid was 5.0 mg. per cent 
(whole blood) on September 9: 13.0 (serum: blood 
taken under oil) on September 11, and 8.25 (serum) on 
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September 15.* The nonprotein nitrogen was 50 mg. 
per cent on September 9 and 44 on September 15. The 
blood sugar was 108 mg. per cent on September 15. The 
sedimentation rate was 1.25 mm. per minute on Septem- 
ber 30 (normal, 0.08 to 0.35 mm. per minute, Rourke- 
Ernstene method). 

The bromsulphalein and _ galactose-tolerance tests for 
liver function were both within normal limits. An intra- 
venous phenolsulfonphthalein test done on September 12 
revealed dye excretion of only 13 per cent at the end 
of 15 minutes, with a total of 68 per cent in 2 hours.t 

X-ray photographs of the involved joints showed mild 
hypertrophic changes around the joints, and punched-out 
areas in the first left metatarsal bone and the first cune- 
iform bone, of a type characteristic of gout (Fig. 1). 


Figure 1. X-ray photographs of the left foot, taken 
August 16 by Dr. Charles A. Whelan. Note punched-out 
areas in the head of the first metatarsal and the first 
cuneiform bone. 


The patient was extremely uncomfortable on admission, 
but was markedly relieved of all her acute pain after 
administration of colchicine (1/120 gr. every 2 hours for 
four doses on 2 successive days). This amount of the drug 
produced diarrhea. 

The temperature fell to normal on the 3rd hospital day. 
She was seen in consultation by Dr. Charles L. Short, 
who agreed with the diagnosis of gout. She was dis- 
charged September 17, 9 days after admission. At this 
time the skin around the right great toe began to desqua- 
mate. She continued having stiffness and a certain amount 
of aching off and on for 2 weeks after discharge. The 
right shoulder remained stiff and painful longer than the 
other joints. On October 18 she was again given colchicine 
to the point of diarrhea because of exacerbation of pain 
in the shoulder, and this relieved the pain promptly and 
completely. After discharge her appetite and sense of well- 
being gradually improved, the joint stiffness improved, 
and she was able to walk almost normally 1 month after 
admission to the hospital and 8 weeks after the onset 
of symptoms. ‘Treatment, except for colchicine for the 
acute attack, consisted of massage and mild physiotherapy 
_ *The upper limit of normal for uric acid in whole blood is 4.5 and 
in serum 6.0 mg. per cent (Folin, 1933 method). 


_ tThe lower limit of normal excretion of the dye at the end of 15 minutes 
in this test is 25 per cent.* 
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after the acute symptoms had subsided, gradual resumption 

_of activity, and a low-purine, high-carbohydrate and low- 
fat diet with a large fluid intake. She was given 20 gr. 
-of aspirin daily for 10 days after discharge, more than that 
amount having produced tinnitus. On November 17 she 
was seen at the office and reported having occasional joint 
ache of mild degree. She was given Tolysin (neocincho- 
phen) at this time, to be taken in 0.5-gm. doses three times 
a day twice a week for 4 weeks, and reported by telephone 
-on December 22 that she had been very much better when 
taking this drug. It was not continued after that date. 
‘On February 2, 1938, she reported “never having felt better 
in years.” She had gained 8 lb. 


The diagnosis of gout in this patient, correctly 
made soon after the onset, is undoubted, since 
the clinical features were characteristic; namely, 
she had recurring attacks of acute arthritis with 
complete remission between attacks, the attacks 
tending to last longer as time went on; the meta- 
tarsophalangeal joint of the great toe was fre- 
‘quently involved; she had an elevated blood uric 
acid; the x-ray showed a punched-out area char- 
acteristic of gout in one metatarsal bone; colchicine 
gave almost complete and prompt relief of symp- 
toms. Credit should be given to the physician 
who correctly diagnosed this case soon after the 
onset four years before, inasmuch as the average 
duration of time between the first attack and the 
correct diagnosis was fifteen years in a series of 
100 cases studied by Hench." 


There are three features about this case which 
are very unusual. First, the patient is a woman. 
‘Gout is a disease of men, so much so that it is 
difficult to defend such a diagnosis in a woman. 
Most statistics give an incidence of about 98 per 
cent in men. Secondly, the patient’s first attack 
did not occur until the age of sixty-four. In a 
series of 116 cases studied by Williamson’ only 1 
case had the first attack after the age of sixty, 
the large majority starting between thirty and fifty, 
an age of incidence which agrees with other re- 
ported figures. Thirdly, the shoulder joint was 
involved. It is very rare for gout to involve the 
joints of the torso, hips or shoulders, and some 
clinicians of large experience in gout have never 
seen involvement of these joints.° 


In addition, as frequently accompanies gout, she 
had evidence of kidney disease with delayed phe- 
nolsulfonphthalein excretion, slightly elevated blood 
Nonprotein nitrogen and inability to concentrate 
urine normally, and of arteriosclerosis with a mild 
hemiplegia. 

ETIOLOGY 

Little is known of the etiology of gout except 

that there is a disturbance of uric-acid metabolism. 


The hyperuricemia and urate deposits, however, 
are not the cause but simply an index of gout, and 
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injection of uric acid in a gouty subject will not 
provoke an attack. The disease is undoubtedly 
chronic, and the attacks are merely “acute explo- 
sions.” Although considerable chemical and met- 
abolic information regarding gout has been as- 
sembled,’ there is actually little more real under- 
standing of the pathologic physiology of the dis- 
ease than there was fifty years ago. 


INCIDENCE 


As pointed out above, the usual medical impres- 
sion regarding gout is that it is a disappearing dis- 
ease rarely seen nowadays. Because of this attitude, 
according to Hench,” only 1 out of 4 or 5 cases 
is correctly diagnosed in its early stages in the 
absence of tophi and chronic hyperuricemia. On 
the other hand, the diagnosis may be made too 
freely so that only 1 of 2 or 3 patients so diag- 
nosed actually has the disease, since many chronic 
arthritics with transiently elevated blood uric acid, 
but without the characteristic clinical features of 
gout, are included. These two attitudes reflect 
either a lack in general knowledge of the clini- 
cal features of gout, or—more important, per- 


‘haps — the belief of most physicians that gout is 


so rare that it should not be seriously considered 
in the differential diagnosis of arthritis. That 
gout is not rare is attested by many reports on the 
disease, and at the Mayo Clinic 5 per cent of the 
cases seen by arthritic consultants are cases of gout. 
The author has seen 1 other case in private prac- 
tice within six months. Without doubt the inci- 
dence of gout will increase with increasing con- 
sciousness of its clinical aspects. 


CLINICAL FEATURES 


Gout is a disease of men, and as a rule begins 
after thirty-five. A hereditary aspect is undoubted- 
ly a prominent feature of the disease, although not 
in the cases reported in this country, probably be- 
cause it has not been looked for carefully enough. 
It occurs in 60 per cent of the cases reported in 
England.°* Gout always begins with acute attacks 
of arthritis, lasting at first only a few days, and oc- 
curring perhaps once a year, later coming more 
often. As the disease progresses the attacks last 
longer and occur more frequently, and after many 
years chronic gouty arthritis may develop with lit- 
tle freedom from joint symptoms at any time. The 
highly distinctive feature of the disease, however, is 
the complete freedom of symptoms between at- 
tacks in the early stages. Thus, one reads of a 
man who once won an Olympic race between at- 
tacks of gout." The attacks are very sudden and 


*Jacobson”” obtained high serum uric-acid levels in 3 non-gouty relatives 
of 3 gouty patients, suggesting an inherited metabolic defect. 
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acute, although they may be preceded for a few 
days by gastrointestinal symptoms, as anorexia or 
indigestion, or by irritability and dizziness. They 
are said to begin chiefly between 2 and 7 a. m. and 
they reach their maximum intensity within twenty- 
four to thirty-six hours. The great toe is involved 
in not more than 60 per cent of the cases; this is 
in contrast to an impression that podagra is uni- 
versally present.” In the other 40 per cent, one 
or more of the other small joints of the extremities 
may be involved, the hips, spine and shoulders 
rarely being involved. 


During the attack the joint involved becomes 
acutely inflamed, bluish red and tense, with dilata- 
tion of the vessels around it. The skin is apt to be 
shiny, with edema and later desquamation and 
itching. Tenderness of the great toe, so often the 
site of involvement, is on the mesial aspect of the 
halangeal joint. 


As the disease progresses urates are deposited 
near or in the small joints of the hands and feet, 
both olecranon bursae and the ear lobes. A gouty 
abscess occasionally develops near a joint, and if 
this abscess is incised, a persistent sinus may de- 
velop. The x-ray at this stage is apt to show 
punched-out areas in the subchondral bone, es- 
pecially the heads of the metatarsals. The x-ray 
may not, however, be of much assistance in diag- 
nosis inasmuch as changes do not occur until late 
in the disease. The blood uric acid is not invaria- 
bly elevated during all stages of gout, according to 
Hench.’ At first the elevation may be transient 
during an attack (or even absent), with normal 
levels between attacks. Later the elevation is more 
persistent, and in chronic gouty arthritis perma- 
nent. Jacobson’s comprehensive data, on the other 
hand, indicate that only rarely is a normal serum 
uric-acid level obtained during any stage when the 
test is carried out under proper conditions (blood 
taken under oil).”° 

During an acute attack the patient may have 
moderate fever. The blood examination is not 
characteristic. The sedimentation rate may be ele- 
vated, as in the case reported here. Chronic vas- 
cular nephritis is very common in association with 
gout, as well as renal stones, presumably on ac- 
count of the difficulty the kidney has in excreting 
uric acid. This association is so common that any 
patient with arthritis and renal disease should be 
suspected of having gout. 


Attacks of gout are very likely to be precipitated by 
various episodes, which may seem so unimportant 
that the patient is unaware of them, such as trauma, 
— which may be trivial, —a mild infection, worry 
or dietary indiscretion. In a gouty patient an oper- 
ation is very apt to provoke an attack, and acute 
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arthritis occurring 2 short time after an operation 
is nearly always gouty arthritis.” A fishing trip, a 
long automobile ride or anything which causes an 
upset in the ordinary routine of life may cause 
an attack. Treatment for some other disease, such 
as insulin or Salyrgan, a ketogenic diet, liver ther- 
apy, and so forth, may each precipitate attacks of 
gouty arthritis. 


DIFFERENTIAL DIAGNOSIS 


Gonorrheal arthritis, rheumatic fever, trauma, 
acute bursitis, hemophilia, acute rheumatoid ar- 
thritis and septic joint are the main conditions in 
which acute arthritis occurs. The clinical fea- 
tures of all are so different from gout that no 
difficulty should be experienced in differentiating 
them, provided gout occupies a prominent place 
in the mind when one is thinking what a case 
of acute arthritis may be. If gout is not seen un- 
til the stage of chronic gouty arthritis has been 
reached, the differential diagnosis will lie between 
rheumatoid and hypertrophic arthritis. The his- 
tory of onset is the most important differential fea- 
ture, hypertrophic arthritis being always, and rheu- 
matoid arthritis usually, insidious in onset, where- 
as chronic gouty arthritis is invariably preceded by 
acute attacks with complete remission. 


TREATMENT 


It is not within the scope of this paper to dis- 
cuss treatment in detail. Furthermore, when one 
evaluates the discussions in the literature on the 
therapy of gout, one comes to the conclusion that 
little of value has been contributed since colchicum 
was introduced by von Stoerck in 1763. (Actualiy 
a plant remedy, hermodactyl, was used in 500 A.D. 
with great success; this was later discovered to be 
the same plant as colchicum.”*) Theoretically, a 
purine-free diet should be adhered to, but doubt 
exists whether such a diet has any effect in reduc- 
ing attacks.* Because Lockie and Hubbard’” were 
able to provoke attacks with high-fat diets, it is 
doubtless wise to limit fats. It is of interest that, 
during the War, gout practically disappeared in 
Germany, owing probably to the small amount of 
meat available and to widespread malnutrition.” 
The theoretically ideal gout diet is a purine-free, 
low-fat, high-carbohydrate, liberal-protein one. In 
practice it is probably best to insist on a reason- 
ably simple low-calorie diet, prohibiting high- 
purine foods, with especial emphasis on regularity 
of meals and routine of life, without excesses of 
any kind and with a large fluid intake. Dehydra- 
tion from exercise should be carefully avoided. 

Cinchophen, which causes increased excretion of 
uric acid, produces such serious liver damage in 


| 
| 
i 


Vol. 218 No. 17 


the rare patient who is sensitive to the drug that 
many authorities advocate its complete abandon- 
ment in the therapy of gout, especially as salicylates 
are reported to be just as effective in promoting 
uric-acid excretion.®2 Other workers, such as 
Hench,’ feel that cinchophen is so valuable in pre- 
venting attacks and the sensitive patient so rare 
that it should be used. If it is to be employed, 
neocinchophen, which is less toxic, is preferable. 
A dose of 0.5 gm. three times a day two or three 
times a week for a month, alternating with periods 
of freedom from the drug, may be effective in pre- 
venting attacks. 


Colchicine, the action of which is unknown, acts 
as a specific in the treatment of the acute attack, 
and is by far the most valuable drug in the man- 
agement of gout. It should be used in frequent 
doses, such as 1/120 gr. every one or two hours 
until nausea, vomiting or diarrhea occurs. It is 
usually not effective unless enough is given to 
produce gastrointestinal symptoms. When the 
amount sufficient to produce diarrhea has been 
determined for the individual patient, somewhat 
less than this amount may be given at succeed- 
ing attacks, in the hope of producing the de- 
sired therapeutic effect without diarrhea.* The pa- 
tient should be advised to have it on hand at all 
times. 
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SUMMARY 


A case of gout with three unusual features is 
presented, and the clinical aspects of the disease 
are discussed. 

The opinion is expressed that, if physicians be- 
come aware of gout as a serious possibility in the 
differential diagnosis of arthritis, the disease will 
not infrequently be recognized. 

743 High Street. 
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CASE RECORDS OF THE FAULKNER HOSPITAL 


Antemortem and Postmortem Records as Used in Monthly 
Clinicopathological Conferences 


Directed by J. Beach Hazarp, M.D. 


CASE 6377 
PRESENTATION OF CASE 


A fifty-four-year-old American housewife was 
admitted because of gradually increasing weakness 
and the finding of sugar in the urine. 

For over a period of several months the patient 
had been “going down hill.” Her appetite had 
been poor and there had been a very marked loss 
of strength and, it was believed, weight. She had 
experienced some pain in the left lower back but 
there had been no abdominal pain. A rather 
marked thirst had been noted and one month 
before admission sugar had been found in the 
urine. There was no dysuria or polyuria. Just 
previous to entry there had been some incontinence 
of urine. 


In the past there had been no serious illnesses 
except diphtheria in childhood. The history in 
respect to heart, lungs and kidneys was negative. 
There had been no previous history of diabetes. 
The patient had had four children, and there had 
been one or two miscarriages. 

Physical examination showed a rather pale 
woman of middle age. Temperature on admis- 
sion was 96.0°F.; pulse rate, 84; respirations, 24; 
and blood pressure, 140 systolic, 80 diastolic. Head, 
ears, eyes, nose and throat were negative. The 
vessels were moderately sclerotic. The heart was 
enlarged to the left and presented a rough, apical 
systolic murmur. There were a few rales at 
both lung bases. Palpation of the abdomen re- 
vealed a large, non-tender mass in the left upper 
quadrant, which was interpreted as being spleen 
and also a questionable mass in the midepigas- 
trium. The extremities were negative. 


Admission urine showed a specific gravity of 
1.008, was clear, straw colored and acid, and showed 
the slightest possible trace of albumin and a slight 
trace of sugar. No erythrocytes were present in 
the sediment but many leukocytes were found. 
The white-blood count was 17,500 with 81 per 
cent polymorphonuclears. The red-blood count 
was 3,700,000 with a hemoglobin of 69 per cent 
(Sahli). Erythrocytes showed a slight anisocytosis 
but otherwise appeared normal, as did the plate- 
lets. Stool examination was negative. A blood 


nonprotein nitrogen done two days after admis- 
sion was 30 mg. per cent. Blood sugar on admis- 
sion was 283 mg. per cent. A blood Hinton test 
was negative. 


During the evening of entry the patient’s tem- 
perature rose to 102°F. and during the first four- 
teen days of her stay continued to fluctuate be- 
tween 99 and 103°F. While in the hospital she 
got along very well on from 5 to 10 units of in- 
sulin a day. Four days previous to death her blood 
sugar was 182 mg. per cent. 


An x-ray examination was made five days after 
admission. A flat film of the abdomen showed the 
right kidney outline to be fairly well demarcated 
and of about normal size and position. A mass was 
visible in the left flank which was about 12 cm. 
in diameter and lay just above the iliac crest. The 
kidney outline on the left was not clearly demar- 
cated. An apparently normal spleen shadow was 
seen. The stomach was in median position and 
showed normal tone and peristalsis and no irregu- 
larity or defect, and no evidence of pressure defect. 
The duodenum was normal throughout. A barium 
enema showed a colon which filled easily; the 
splenic flexure was displaced downward, and with 
the patient lying on her back, there was a pres- 
sure defect at the proximal end of the splenic 
flexure. With a picture taken face down this de- 
fect was relieved. Films of the chest showed a 
slight elevation of the left diaphragm. There was a 
slight increase in normal lung markings at the left 
base, but no evidence of consolidation or metastases. 
The heart was enlarged to the left, and the aortic 
knob was prominent. Cystoscopic and pyelographic 
examinations were done five days after admission. 
A flat film showed the left catheter to extend only 
to the superior level of the body of the fifth lumbar 
vertebra. Following injection, a very low-lying 
kidney with a sharp angulation at the ureteropelvic 
junction was seen. There was a slight pressure de- 
fect involving the superior aspect of the pelvis and 
the upper calyx. Urine from the left kidney showed 
numerous red blood cells, numerous leukocytes 
and frequent epithelial cells, and the specimen 
from the right kidney contained innumerable eryth- 
rocytes and leukocytes and showed numerous 
epithelial cells. A culture of the left ureter and a 
specimen of the bladder urine showed Bacillus coli 
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and Staphylococcus albus. A Widal test performed 
eight days after admission was negative. 

Four days before exitus the physical signs in the 
lungs cleared up. The blood nonprotein nitrogen 
was 31 mg. per cent. At this time the patient’s 
temperature returned to normal and so remained 
until just before death, when it rose to 102°F. Ex- 
treme weakness persisted throughout her stay in 
the hospital. Death occurred eighteen days after 
admission, was sudden and unexpected, and was 
preceded by a convulsion involving chiefly the left 
side of the face, left leg and left arm. 


DIFFERENTIAL DIAGNOSIS 


Dr. F. WittiaM Martow, Jr.: I think we can 
at once rule out uncomplicated diabetes as the en- 
tire explanation, since that would be too simple. 
The incontinence of urine is a symptom which 
cannot be lightly passed off. Incontinence may 
mean involvement of the spinal cord; it may be as- 
sociated simply with weakness of the patient, al- 
though that is not suggested by the preceding his- 
tory. As the extremities were negative, one must 
assume that there was no serious spinal-cord lesion. 
A blood pressure of 140 systolic, 80 diastolic, in a 
person who has had progressive weakness, is sug- 
gestive to me that she may well have had a higher 
blood pressure at a previous time. The heart was 
enlarged to the left, and the aortic knob promi- 
nent; these are findings consistent with a hyperten- 
sive arteriosclerotic type of heart. There were a 
few rales at both lung bases. One wonders whether 
there was dullness or whether the rales were more 
than the few scattered ones which many elderly 


people have without any pathological evidence of. 


disease. Palpation of the abdomen revealed a 
large, non-tender mass in the left upper quadrant 
which was interpreted clinically as being spleen. 
This is the first mentioned physical sign which 
could not be associated with her diabetes. The lab- 
oratory findings help us to the extent of indicating 
that there is a chronic process which has reduced 
the blood count, and this suggests that there is a 
background of infection contributing to the pa- 
tient’s immediate history. 

It is unfortunate that a blood culture was not 
taken, and I should like to know what the repeat 
white counts were. 

Dr. J. Beach Hazarp: The admission white 
count was 17,500. Seven days later the count was 


17,000; three days later, 10,250; and five days later 
\ 


13,850. 

Dr. Martow: During the evening of the day of 
entry the patient’s temperature rose to 102°F. and 
during the first fourteen days of her stay continued 
to fluctuate between 99 and 103°F. Extensive car- 
cinoma occasionally will give a swinging tempera- 
ture of that extent. I think it very rare, however, 
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except when the cancer produces marked emacia- 
tion and when there is evidence of many metastases 
throughout the body. So that with the elevated 
white count one must question very seriously 
whether an infectious background in this picture 
is not an important consideration. Typhoid fever 
was considered, and a negative Widal found. A 
negative Widal does not necessarily prove any- 
thing, although it is cantradictory to the idea that 
this patient had typhoid fever. The possibility of 
a localized abscess in the abdomen should be con- 
sidered. One cannot help wondering whether bac- 
terial endocarditis was present, even though the 
heart is not of the type usually associated with this 
disease. 

Then we come to a consideration of the x-ray 
findings, which showed a large mass in the left 
flank. What could it be? An enlarged spleen or- 
dinarily rides in front of the colon, on abdominal 
palpation. The kidney comes in ordinarily from 
behind ,and usually does not displace the colon 
unless the mass is very large. One thinks of the 
possibility of a lymphoma in the posterior abdomi- 
nal cavity. Carcinoma of the head of the pancreas 
or a cyst of the pancreas are possibilities but one 
would think that the duodenum should be dis- 
placed or show a pressure defect. Films of the chest 
showed a slight elevation of the left diaphragm. I 
wonder whether it was fixed. A mass in the ab- 
domen can cause an elevated diaphragm, but if 
that mass is of an inflammatory nature, one would 
expect the diaphragm to be fixed as compared with 
the movement on the right. 

Cystoscopic examination done five days after 
admission showed the kidney to be placed abnor- 
mally low on the left side. One recalls that a 
floating kidney is six times as common on the right 
as on the left so one would assume that this is 
not a simple floating kidney and that there must 
be something pushing the kidney down. Is it a 
tumor of the kidney itself or is there some other 
abnormal process behind the kidney, pushing it 
down? The next statement is that the pelvis and 
calices themselves were within normal limits. The 
most common tumor of the kidney is hyper- 
nephroma. One characteristic change which hy- 
pernephroma causes, in addition to displacement, 
is a drawing out of the pelvis, not a compression; 
so that one may assume that this patient did not 
have a hypernephroma. A pressure defect means 
that the tumor was pressing on the kidney rather 
than being in the kidney itself. Urine from both 
sides was essentially the same, both specimens show- 
ing numerous red cells and leukocytes. The nu- 
merous red cells on the left following cystoscopy 
might be purely the result of trauma. Therefore, 
one cannot pay a great deal of attention to that. 
However, the presence of epithelial cells and leuko- 
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cytes is evidence of kidney-parenchyma involve- 
ment and I am wondering if there may have been 
a generalized infection involving the kidney. A 
culture of the urine from the left ureter and a 
specimen of bladder urine both showed Bacillus 
coli and Staphylococcus albus. One usually does 


not pay much attention to Staphylococcus albus, — 


but I cannot help regarding it with suspicion. 


Four days before death, physical signs at the 
bases of the lungs cleared up. In spite of that, how- 
ever, I should suspect that we should find some 
bronchopneumonia as a part of the terminal pic- 
ture. The final episode with a convulsion evident- 
ly indicates a process involving the right hemi- 
sphere and presents two main possibilities. The 
first is a cerebral accident on a vascular basis, 
though this is unusual in a fifty-four-year-old 
woman with a normal blood pressure and with 
no evidence of syphilis. The other possibility is 
embolus. In a patient who has diabetes and who 
dies suddenly, one would like to have known the 
blood carbon-dioxide-combining power ‘and the 
results of tests for acetone bodies in the urine. 
These were probably not done since the diabetes 
was extremely mild. I will say that there was some 
kind of a lesion in the left upper abdomen, with 
secondary infection and abscess formation. The 
terminal cerebral embolus may be secondary to an 
acute endocarditis, and the pus and red cells in the 
urine may also be explained on an embolic basis. 
The possibility of septicemia should not be over- 
looked. 


Dr. Macnus I. SMepat: The left diaphragm is a 
little bit high, but we called the lung fields and 
chest normal except for that. The esophagus and 
stomach are perfectly normal. There is no evi- 
dence of an enlarged spleen shadow or of an en- 
larged pancreas. The splenic flexure is displaced 
downward. With the patient on her back there is 
a defect in the splenic flexure, but facing down- 
ward this is relieved. The kidney is intrinsically 
negative. Pressure from hypernephroma causes 
more deformity; it may elongate the calyx but the 
common occurrence is to destroy by direct pres- 
sure. This kidney looks as if there were some mass 
pushing it up rather than a mass within the kidney 
itself. We believed there was a retroperitoneal mass, 
displacing the kidney and the splenic flexure down- 
ward. It is not spleen because there is no defect 
in the stomach. 


Dr. Epwarp L. Young, Jr.: Could it be a cyst of 
the tail of the pancreas, the infection of the kidney 
being the cause of the leukocytosis and temperature 
and entirely incidental to the mild back pressure in 
the kidney due to its being pushed down? 
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CurnicaL DIAGNOSES 


Diabetes. 
Pyelonephritis? 
Perinephritic abscess? 


Retroperitoneal tumor? 
Cerebral embolus. 


Dr. Martow’s D1IAGNosEs 


Diabetes. 

Cerebral embolus. 

Abscess formation, left upper abdomen. 
Acute endocarditis with septicemia? 
Embolic nephritis? 


ANATOMICAL DIAGNOSES 


Perinephritic abscesses, bilateral. 

Chronic pyelonephritis, bilateral. 

Cirrhosis of liver, alcoholic type. 
Ascites, slight. 


Dr. Hazarp: The answer to the whole problem 
is perirenal abscess. There was a large abscess on 
the left side, a smaller abscess on the other side and 
a bilateral suppurative nephritis. The organism re- 
covered from the kidneys and abscesses was 
Staphylococcus aureus. Culture of blood from the 
heart was negative. Other pathological findings 
were cirrhosis of the liver of the alcoholic type and 
a beginning ascites. Those are the main diagnoses 
and the symptomatology was due to the peri- 
nephritic abscesses. Sometimes these can be present 
without anything in the urine, and in a number of 
instances the only feature they may show is a 
febrile reaction. This diagnosis is one we are all 
prone to forget in considering a case that shows a 
fever of unexplained origin. 

Dr. Ropert SANDERSON: What was the cause of 

Dr. Hazarp: Due to restrictions the brain was 
not examined, so that I cannot tell you the cause 
of her death. 

Dr. Marrow: Was the heart of the hyperten- 
sive type? 

Dr. Hazarp: No. 

Dr. Lioyp T. Brown: On physical examination, 
was there any costovertebral tenderness? 

Dr. Hazarp: Unfortunately the record does not 
mention that. It is said to be a non-tender mass, 
but there is no statement as to whether a definite 
attempt was made to demonstrate costovertebral 
tenderness. 

Dr. Brown: I saw a case similar to this that 
caused a good deal of discussion. The patient 
showed a similar fluctuating temperature, and pal- 
pation of the costovertebral region revealed a very 
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tender spot. Often that is the only thing on physi- 
cal examination that gives much help. 

Dr. Joun J. Sacco: I was wondering if the pa- 
tient was offered an exploratory operation at any 
time. 

Dr. Hazarp: No. Operation was thought of, 
but the patient’s condition was so very poor that 
she was not considered a good surgical risk. 


CASE 6379 
PRESENTATION OF CASE 


First Admission. An eighty-year-old, retired 
clergyman entered the hospital with the complaint 
of pain in the back. 


Until three months before admission, while 
living in the South, he had been perfectly well 
but at that time began to feel tired and somewhat 
depressed. His wife attributed this to the recent 
death of a sister and a brother. Six weeks before 
admission he developed a cold which persisted for 
a month and was accompanied by a low-grade 
fever. He motored North but was forced to stay 
in bed for ten days on the way. At this time he 
had some cramps in his legs. Two weeks before 
admission he came to Boston and began having 
persistent pain in the lower lumbar region radiating 
around the abdomen on both sides. This was 
relieved by hot applications and aspirin. His 
bowels, always constipated, became more so. He 
had had a poor appetite for three months but had 
no nausea or vomiting; there had been a good deal 
of gas and some indigestion, which were relieved 
by having bowel movements, usually obtained by 
enemas. He had lost about 10 lb. in weight. 

A sister died six months before admission with 
what was thought to be a ruptured abdominal an- 
eurysm. One brother died a year previous to entry. 
He had two sisters living and well. 

His past history was negative except for lifelong 
constipation. He had always been rugged. Seven 
years before he entered the hospital a diagnosis of 
hypertrophic arthritis of the spine was made. 

Physical examination revealed a rather obese man 
with good color who did not look very ill but had 
obviously lost weight. The heart was normal. The 
blood pressure was 130 systolic, 80 diastolic. The 
lungs were clear, but there were signs of moderate 
emphysema. The abdomen was soft with slight 
tenderness in both lower quadrants. There were 
no masses or organs palpable and no spasm. The 
knee jerks were normal, and the extremities nega- 
tive. 

The temperature was 100.6°F., the pulse 80. 
The respirations were 19. 


One urine specimen showed a specific gravity of 
1.020, a trace of albumin, no sugar, from 4 to 6 
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red blood cells per high-power field, rare white 
blood cells, and no casts. Several white-blood-cell 
counts ranged from 10,850 to 19,000 with differen- 
tial counts of polymorphonuclears from 27 to 60 
per cent, lymphocytes from 38 to 53 per cent, and 
monocytes from 7 to 8 per cent. One smear had 3 
per cent young polymorphonuclear cells. The red- 
blood-cell count was 5,000,000 with 98 per cent 
hemoglobin (Sahli). One stool examination was 
negative. X-rays showed marked degenerative 
changes in the spine with a right lumbar scoliosis, 
marked arteriosclerosis of the iliac and femoral 
vessels, a negative colon by barium enema, and no 
abnormal shadows in the flat plate of the abdomen. 

He remained in the hospital for four days dur- 
ing which time his temperature rose to about 
100.8°F. each evening, being normal the following 
morning. His pulse varied between 70 and 80. 

Second Admission (two weeks later). The in- 
terval history revealed that the symptoms of back- 
ache and constipation with mild abdominal distress 
and the low-grade fever had continued. The urine 
on one examination for Bence-Jones protein was 
positive. Eight days after discharge he had sudden 
severe pain in the left popliteal space, and a large 
pulsating swelling appeared in this area. The left 
leg became swollen and tender, but the foot was 
normally warm. Neither dorsalis pedis artery was 
palpable. Three days after this event the patient 
was admitted to the hospital where the femoral 
artery was ligated just below the profunda femoris 
artery. He responded satisfactorily: the pulsation 
ceased, the leg remained warm, and the swelling 
gradually subsided. While ‘in the hospital an ag- 
glutination test for undulant fever was positive in 
a serum dilution of 1:640. The blood nonprotein 
nitrogen was 43 mg. per cent, the serum protein 
6.5 gm. per cent. A test for Bence-Jones protein 
was repeated and was negative. He remained in’ 
the hospital for four days during which time he 
had an evening rise in temperature to 100°F. 


Three days after discharge from the hospital he 
went to a nearby summer resort by ambulance 
where he remained three months. After three 
weeks he was able to walk, but he developed a foot 
drop. He was given antibrucella serum by his local 
physician with a resultant severe reaction but after 
this the fever disappeared and he improved con- 
siderably in weight and appetite, and was able to 
be more active. His digestive symptoms improved. 
The undulant fever agglutination test was repeated 
and remained positive in high dilution. Ten days 
before returning from his summer home his physi- 
cian felt a very hard, apparently pulsating mass in 
the right upper quadrant. The day after he returned 
home he had a severe attack of persistent vomiting 
which was relieved by morphine. The next day 
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he experienced a shaking chill with a temperature 
rise to 102°F., but it dropped to normal the next 
day. Following this he began to have rather severe 
and persistent abdominal pain which increased on 
moving in bed. The mass seemed to be larger and 
was definitely pulsating. At this time he developed 
persistent hiccoughs which were temporarily re- 
lieved by withdrawal of two quarts of green-stained 
fluid by stomach tube. A guaiac test on this fluid 
was negative. Carbon-dioxide inhalations at inter- 
vals for a week were necessary to relieve the hic- 
coughs. His condition became progressively weak- 
er. The blood nonprotein nitrogen was 67 mg. per 
cent, the red-blood-cell count 3,000,000, and the 
hemoglobin 60 per cent (Sahli). The urine con- 
tained many granular casts. On the twentieth day 
after his return, two intravenous injections of 
1000 cc. of 10 per cent glucose resulted in marked 
improvement. The urinary output increased, and 
the urine contained neither casts nor leukocytes. 
His blood pressure was 120 systolic, 80 diastolic. 
Two days after this, the patient’s temperature rose 
to 103°F. The lungs were clear; there was no 
evidence of phlebitis and no change in the abdom- 
inal mass. The fever persisted, with an afternoon 
rise to 103°F. 

At noon, twenty-five days after returning from 
his summer home and eight months after the onset 
of his illness, he had a sudden sharp pain in his 
abdomen and died within five minutes. 


DIFFERENTIAL D1AcNnosis 


Dr. Watter E. Garrey: On the first entry to the 
hospital, we have an elderly man who has been 
sick for three months with recurrent fever, back 
pain and cramps in his legs. On the second entry 
there is a story of very sudden severe pain in the 
left popliteal space, a large, supposedly pulsating, 
swelling in this region, and a swollen tender left 
leg with a foot that was normally warm. Neither 
dorsalis pedis artery was palpable. The left fem- 
oral artery was ligated during the second admis- 
sion, and following that the pulsation ceased, the 
leg remained warm, the swelling gradually sub- 
sided, and after three weeks he was able to walk 
although a foot drop developed. While he was 
in the hospital an agglutination test for undulant 
fever was done and was positive in a serum dilution 
of 1:640. 

As an explanation of the fever, there seems to 
be sufficient evidence to make a diagnosis of undu- 
lant fever. He was in the South where the pasteuri- 
zation of milk is not a legal requirement, and he 
ran a course that is compatible with undulant fever. 
The agglutination test is quite significant because 
the dilution of 1:640 is a very high titer and he had 
not received antibrucella vaccine prior to this test. 
It might have been the result of an old infection 
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with undulant fever, but his past history is sup- 
posed to be negative for any such illness. So, I 
think we may say that it was active undulant fever. 
The agglutination test for brucellosis was repeated 
later and was again positive in high dilution. 

It is fairly definite that he developed a popliteal 
aneurysm between the first and second admissions; 
that this aneurysm developed suddenly and exten- 
sively enough to embarrass his venous return and 
to press on his peroneal nerve; and that because 
it was felt that there was an emergency,—a 
threatening of the foot because of venous conges- 
tion and pressure on the nerves in the popliteal 
space, —a ligation was done, which was apparently 
successful. This observation of the pulsating tumor 
appears to be correct, and there is nothing else to be 
considered. 

I suppose there was some conjecture as to how 
well an elderly person with advanced arteriosclero- 
sis would stand ligation of the femoral artery and 
whether he would develop any gangrene in the 
foot. I imagine that preparations had been made 


to use the vasculator, if necessary. Probably be- 


cause this was a sudden emergency, no studies were 
undertaken to try to prove that there was ade- 
quate collateral circulation. 

The second pulsating mass that developed in the 
abdomen after he had left the hospital for the 
second time is probably another aneurysm, and 
his death was probably due to its rupture. There 
seems to be an element of renal failure, which con- 
tributed to the final picture. 

Now it is interesting from the anatomical point 
of view to speculate as to what the origin of these 
aneurysms might be. I think that with his advanced 
arteriosclerosis there is reason to believe that these 
aneurysms were on an arteriosclerotic basis. A 
popliteal aneurysm with this etiology and of a size 
to cause so many symptoms is a rather rare occur- 
rence. I can find no record of an arteriosclerotic 
popliteal aneurysm in all the cases at the Massa- 
chusetts General Hospital, but I think, nonetheless, 
that this is such a case. 

I make my diagnoses: undulant fever; advanced 
arteriosclerosis; popliteal aneurysm, arteriosclerotic; 
abdominal aneurysm, arteriosclerotic, with rupture. 

Dr. Epwarp L. Young, Jr.: Might not the nitro- 
gen retention be due to involvement of the orifices 
of the renal arteries by the aneurysm? 

Dr. Garry: I suppose that is possible. 

Dr. CHANNING FrorHINcHAM: Here is a man 
that is running a fever and has some damage to 
his blood vessels. Might it not be called a mycotic 
aneurysm? 

Dr. Youne: Such lesions are very acute, and 
they perforate quickly. 

Dr. Garrey: I do not believe that brucella in- 


fection ever causes such vessel lesions. 
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Dr. Maurice B. Strauss: 
taken? 


Dr. J. Beach Hazarp: No. 


Dr. James A. Hatsrep: I took care of this pa- 
tient. On his first admission it was thought that 
the back pain, fever and unusual blood counts 
were suggestive of metastatic carcinoma of the 
vertebrae. When the agglutination tests were 
found to be positive at the second admission it was 
felt that undulant fever adequately explained all 
his symptoms, including the back pain, inasmuch 
as that disease may produce joint pain. ‘Two 
months later, when the abdominal tumor was dis- 
covered, it was concluded that he had two dis- 
eases —the tumor, which must have been present 
for some time before it became palpable, was judged 
to be responsible for his backache, and the brucella 
infection for his fever. 

Dr. Eucene E. =I think it is particularly 
interesting to have circulation return so quickly 
after ligation of a main vessel in a man of this 
age who has, obviously, generalized arteriosclerosis. 
We have great difficulty, or I think we have great 
difficulty, in trying to improve collateral blood 
supply in such a condition, and if this leg had 
been put in a vasculator or some similar type of 
apparatus following the operation, we might have 
falsely ascribed the improvement to the apparatus. 
One would expect that this patient would go on 
to death as a result of gangrene of his leg. 


Were biood cultures 


CLINICAL DIAGNOSES 


Abdominal aneurysm, arteriosclerotic, with rup- 
ture. 

Undulant fever. 

Popliteal aneurysm, arteriosclerotic. 

Arteriosclerosis. 


Dr. Garrey’s DIAGNOSES 


Abdominal aneurysm, arteriosclerotic, with rup- 
ture. 

Undulant fever. 

Popliteal aneurysm, arteriosclerotic. 

Advanced arteriosclerosis. 
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ANATOMICAL DIAGNOSES 


Aneurysm of the abdominal aorta, arterioscle- 
rotic, with rupture. 

Hemoperitoneum. 

Focal inflammatory lesions of liver (consistent 
with undulant fever). 

Arteriosclerosis, marked. 

Benign nephrosclerosis. 

Distention of lacteals of small intestine, sec- 
ondary to aneurysm in mesentery. 

Old perisplenitis. 

Benign hypertrophy of the prostate. 


PaTHOLocicaL Discussion 


Dr. Hazarp: The mass in the abdomen was a 
ruptured aneurysm of the abdominal aorta. It is 
interesting to see how much clot can be present 
without obstruction of the vessel lumen. The an- 
eurysm perforated anteriorly through the mesen- 
tery, into which it had previously ruptured. There 
was a large amount of arteriosclerosis in the aorta 
and the iliac arteries. As to the etiology of the 
aneurysms, I went through all the cases of undu- 
lant fever I could find in the literature for the past 
decade, and in only one instance was there a case 
that had died from rupture of an artery. That was 
a case of rupture of a mycotic aneurysm of a cere- 
bral artery. So far we have not been able to dem- 
onstrate organisms in the sections of the wall of 
the aneurysm. We are apparently dealing with a 
man that had two diseases: a very marked arterio- 
sclerosis, with the unfortunate addition of an an- 
eurysm, and undulant fever. There were large 
atheromatous abscesses in the intima of both the 
aorta and the iliac vessels. Examination was lim- 
ited to the abdomen, and the popliteal artery could 
not be examined. There was no occlusion of the 
renal artery. The kidneys showed rather marked 
benign nephrosclerosis. 

Dr. Hatstep: I should like to add that the fam- 
ily history in this case is exceedingly interesting in- 
asmuch as the patient’s sister, whom I saw, un- 
doubtedly died of this same disease, namely rup- 
tured abdominal arteriosclerotic aneurysm. 
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CASE 24171 
PRESENTATION OF CASE . 


A fifty-year-old native-born secretary entered the 
hospital with the complaint of dyspnea and palpi- 
tation of six months’ duration. 


She was feeling very well until about six months 
before entry, when she first noticed shortness of 
breath and palpitation on climbing stairs and when 
lying flat in bed. However, if she lay on her right 
side she had very little distress. These symptoms 
became progressively worse, and two months be- 
fore entry she began to have a constant, dull ache 
beneath the shoulder blades which radiated around 
to the anterior chest and was accompanied by oc- 
casional sharp twinges of pain lasting only a mo- 
ment. About six weeks before entry she began to 
have a dry, hacking, nonproductive cough which 
persisted up to the time of entry. She continued 
her activities up until two days before entry in 
spite of much distress. Finally she was unable to 
carry on her work, becoming greatly fatigued on 
the slightest effort. She slept badly although she 
never had any definite paroxysmal nocturnal dysp- 
nea. She had never noticed throbbing of her neck 
vessels, or any other significant symptoms. X-rays 
taken about a week before entry were said to show 
an enlarged heart. 

She had been married for five or six years about 
twenty-five years before entry. Her husband had 
been having treatments of some kind over a long 
period of time. The marriage was terminated by 
divorce. She denied ever having had rheumatic 
fever or any other diseases of importance. She 
had had no children or miscarriages. 

Physical examination revealed an obese, dyspneic 
woman in obvious distress and complaining of in- 
terscapular aching pain. The right pupil was 
round, of moderate size, and reacted sluggishly to 
light. The left pupil was round, somewhat con- 
tracted, and did not react to light. The heart was 
grossly enlarged to the right and left, and there 
was an increase in the width of aortic dullness. A 
low-pitched diastolic murmur could be heard over 
the aortic area and a systolic murmur could be 
heard over the second left interspace. A diastolic 
thrill was felt over the base of the heart. The blood 
pressure was 175 systolic, 35 diastolic; there was a 
collapsing Corrigan pulse, and a pistol-shot sound 
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could be heard over the femoral vessels. The lungs 
and abdomen were negative. 

The temperature was 98.6°F., the pulse 120. The 
respirations were 33. 

The urine had a specific gravity of 1.020 and 
contained a slight trace of albumin. The blood 
showed a red-cell count of 4,670,000 with 80 per 
cent hemoglobin, and a white-cell count of 12,600 
with 87 per cent polymorphonuclears. A Hinton 
test was positive. 

An electrocardiogram showed moderate left-axis 
deviation. 

During the first three days in the hospital her 
condition became progressively worse. She gradu- 
ally became extremely cyanotic with wheezy’ res- 
pirations and coarse rales in her chest. She re- 
fused to tolerate an oxygen tent and finally lapsed 
into unconsciousness and died on the morning of 
the fourth day. 


DIFFERENTIAL DIAcGNosis 


Dr. Maurice Fremont-SMitu: A fifty-year-old 
woman has her first attack of progressive cardiac 
insufficiency. She has an aortic lesion only. There 
is no history of rheumatic fever. The Hinton test 
is positive. A diagnosis of syphilitic cardiovascular 
disease is inescapable. The problem is what type 
of syphilitic cardiovascular disease it is. Syphilis 
of the cardiovascular system starts always in the 
aorta, attacking the media, and causing a gradual 
dilatation of the aorta, often symptomless, until 
either aneurysm or involvement of the aortic valves 
with failure or narrowing of the entrances of the 
coronaries develops. I do not know whether the 
rapid progression that is typical of the course of 
syphilitic heart failure is always due to involvement 
of the coronary vessels. In any case it is typical of 
the syphilitic heart that, when decompensation 
appears, it goes rapidly forward. 

The question of aneurysm comes up, chiefly be- 
cause of the cardinal symptom of aneurysm, per- 
sisting pain in the thorax. I believe that aneurysm 
occurs in about one third of the cases of syphilitic 
cardiovascular disease. We are not aided very 
much in the diagnosis of aneurysm by the physical 
examination. The fact that the pupils are un- 
equal is not much help because the examination is 
not satisfactory. The record states: “The right 
pupil was round, of moderate size, and reacted 
sluggishly to light. The left pupil was round, 
somewhat contracted, and did not react to light.” 
That leads us to wonder which of these pupils 
was the more normal. The fact that a pupil does 
not react to light may mean a blind eye or an old 
iritis. It is not an Argyll-Robertson pupil. We 
want to know whether it reacts to accommodation. 
A dilated pupil on one side may indicate sympa- 
thetic stimulation from pressure. 


| 
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The other cardinal signs of aneurysm, such as 
tracheal tug and visible expansile pulsation, are 
not given and presumably were not present. I 
should like to ask for advice about the significance 
of the diastolic thrill. In my experience diastolic 
thrills are extremely uncommon and certainly 
would not be expected in aneurysm. A diastolic 
thrill might occur with rupture of the aortic 
valve. It is reported that a diastolic thrill can be 
felt occasionally in aortic regurgitation. I know 
no other cause for diastolic thrill, and it does not 
help me to make a diagnosis for or against aneu- 
rysm. We have no note as to inequality of pulse 
or blood pressure, which might tell for or against 
aneurysm; but nevertheless we have known syph- 
ilitic aortic disease and pain between the scapulae. 
It is a constant pain with occasional twinges, which 
is characteristic of aneurysm, and I shall make that 
diagnosis although one great argument against it 
is the fact that she had an x-ray before coming to 
the hospital which showed only “enlargement of 
the heart.” If she had had a large enough aneu- 
rysm to cause her symptoms she should have had 
a definite shadow by x-ray. 

I believe that she has syphilitic aortic disease with 
aneurysm, aortic regurgitation, a large heart, and 
probably syphilis of the central nervous system. 

Dr. Tracy B. Mattory: We never saw the film 
that was taken outside. We have a postmortem 
film, however. 

Dr. Ausrey’O. Hampton: These films were 
taken at six feet with the cadaver upright, and you 
can see a dilated arch of the aorta with displace- 
ment of the trachea toward the right. We have not 
been able to rely on the size or shape of the heart 
post mortem. It changes markedly, but it appears 
enlarged. The lung fields are normal. There is 
definite dilatation of the arch of the aorta. 

Dr. Howarp B. Spracue: I saw this patient in 
my office a few days before she was admitted, 
and one interesting thing about the case is the 
light it casts upon the type of therapy that such 
a patient may get when treated by irregular prac- 
titioners. She had been treated for neuritis in the 
back for some time by an osteopathist and, I be- 
lieve, a chiropractor. Not until increasing dyspnea 
crippled her did she see a physician, who found 
something wrong with the heart. I think Dr. 
Fremont-Smith would have been even more ready 
to make a diagnosis of aneurysm if he had seen 
the patient, because she presented the picture of 
superior mediastinal obstruction of moderate de- 
gree with venous engorgement and cyanosis of 
the face and upper part of the body. 

There was a combination of cardiac failure and 
respiratory failure, and fluoroscopy in my office 
showed a diffuse dilatation of the aorta. 
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Dr. Ricuarp C. Cazor: Did you feel the diastolic 
thrill? 

Dr. Spracue: I was surprised to read that: I 
cannot recall that I made the observation. 

Dr. Austin W. Cueever: I saw this patient in 
consultation the day before she died. I felt there 
was little doubt of the diagnosis and the question 
came up as to the therapy. It was perfectly futile 
to give specific therapy in the condition she was 
in but in case she improved, if I remember cor- 
rectly, I suggested that she might be given a little 
bismuth but certainly not iodides or arsphenamine. 


Syphilitic heart disease with aortic regurgitation 
and aortic aneurysm. 


Dr. Fremont-SMItH’s Dracnoses 
Syphilitic heart disease. 
Aneurysm of aorta, syphilitic. 
Aortic regurgitation. 
Hypertrophy of heart. 
Central-nervous-system syphilis? 


ANATOMICAL DIAGNOSES 
Syphilitic aortitis. 
Aneurysms of aorta, diffuse and saccular. 
Aortic insufficiency. 
Hypertrophy of the heart. 
Atherosclerosis of aorta. 


PatHotocicaL Discussion 

Dr. Matiory: The postmortem on this patient 
showed a marked syphilitic aortitis with two an- 
eurysms: a diffuse saccular dilatation of the entire 
ascending aorta, separated by a normal segment 
in the region of the arch from a saccular aneurysm 
which projected back against the vertebral column 
in the first part of the descending aorta. The 
second aneurysm arose beyond the mouth of the 
subclavian artery so I do not believe there would 
have been a difference in pressure in the two 
arms. The first of the aneurysms, the one that 
involved the ascending aorta, extended down as far 
as the aortic valve cusps, and they were slightly 
separated from each other, although not very mark- 
edly involved. The coronary orifices were per- 
fectly patent. The coronaries in syphilitic heart 
disease are seldom narrowed except at their mouths 
unless there is marked coincident arteriosclerosis. 
The myocardium so far as we could make out 
grossly and microscopically was normal. 

Dr. Casot: Could x-ray have shown the second 
aneurysm if looked at from the side position? 

‘Dr. Hampton: This is a lateral plate taken post 
mortem. It does not show it. 

Dr. Paut D. Wuire: If a diastolic thrill was 
felt in this case it seems as though it was probably 


. 
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associated with an aortic diastolic murmur rather 
than aneurysm. If a thrill is felt over an aneurysm 
it would be systolic as well as diastolic. 

Dr. Matiory: There seemed to be nothing un- 
usual about this case as compared with many 
similar cases which would have led to a diastolic 
thrill in this instance. 

A Puysicran: Was there erosion of the ver- 
tebrae? 


Dr. Matiory: No, not to any significant extent. 
A Puysician: Was there tracheal obstruction? 
Dr. Matitory: We could not make it out post 


mortem. The symptoms suggest that there had 
been some. The lungs were equally aerated on 


both sides. 


CASE 24172 


PRESENTATION OF CASE 


A forty-six-year-old, white, American housewife 
’ was studied in the Diagnostic Clinic for attacks of 
abdominal pain and nausea of five years’ duration. 
About five years before entry she had an initial 
attack of severe right lower-quadrant pain which 
radiated toward the vagina. The pain required 
morphine for relief and disappeared spontane- 
ously. Her physician found blood in her urine at 
that time, but an x-ray was reported to be negative. 
During the next five years she had a series of sim- 
ilar attacks which gradually became more fre- 
quent and more severe. Her last attack occurred 
ten days before entry and was accompanied by 
nausea. The pain was spasmodic in character and 
lasted about six hours with each attack. She 
found that enemas and the application of heat to 
her abdomen gave some relief. She had no dysuria 
or other urinary symptoms and no jaundice. 
Twenty-three years before entry she had had a 
ruptured appendix which had been treated surgi- 
cally with complete recovery. She said that all 
her life she had been mildly sensitive to certain 
foods, such as eggs, which caused nausea and vom- 
iting. For nine years during her married life she 
had traveled all over South America with her hus- 
band, who was an electrical engineer. She returned 
to this country four years before entry. Her past 
history and family history were otherwise negative. 


During the three years before entry she had gained ° 


30 lb. in weight. 

Physical examination revealed a well-developed 
and nourished woman in no apparent discomfort. 
The heart and lungs were negative, and the blood 
pressure was 120 systolic, 80 diastolic. There was 
deep tenderness in the right upper and lower quad- 
rants, without spasm. No masses were made out. 
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No femoral or inguinal hernia could be detected, 
and pelvic examination was negative. 

The temperature was 98.4°F., the pulse 98. 

The urine had a specific gravity of 1.012 and con- 
tained occasional red cells and white cells. The 
blood showed a white-cell count of 8600 and a 
hemoglobin of 85 per cent. The blood Hinton test 
was negative. An intravenous pyelogram showed 
normal kidney outlines. The dye appeared prompt- 
ly on both sides and demonstrated normal uri- 
nary passages. There were no shadows suggesting 
stone in the region of the gall bladder, kidneys, 
ureters or urinary bladder. There was a large area 
of calcification overlying the fifth lumbar vertebra 
which had the appearance of a calcified node. A 
gastrointestinal x-ray series showed no evidence 
of organic disease in the esophagus, stomach or 
duodenum, but a Graham test of the gall bladder 
Was positive. 

No definite diagnosis was made in the Diagnos- 
tic Clinic, and for the next six months she contin- 
ued to have attacks of pain which became almost 
continuous. At the end of that time, eighteen 
months before entry to this hospital, her fallopian 
tubes and ovaries and a mesenteric lymph node 
were removed at an outside hospital. The patho- 
logical report on these specimens was chronic sal- 
pingitis, simple cysts of the ovaries, endometrial 
implant of the ovary, and calcified mesenteric 
lymph node. The operator could find no gross 
lesion in the liver and gall-bladder region, but 
there was marked matting of the’ lower loops of 
the intestine. Routine laboratory tests done at 
that time were negative. She had a normal con- 
valescence followed by severe menopausal symp- 
toms, which were treated with Theelin without 
much relief. In spite of the operation her symp- 
toms continued, and about a year before entry she 
began to notice loss of weight and easy fatigue. The 
right-sided abdominal pain was almost continuous, 
and she also had severe low backache. She had 
frequent nausea and vomiting and noticed gradual 
enlargement of the abdomen. Her loss of strength 
and weight were progressive during the following 
twelve months. About a month before entry her 
blood showed a red-cell count of 3,250,000 with 
69 per cent hemoglobin, and a white-cell count of 
6800 with 73 per cent polymorphonuclears. A 
catheter urine specimen showed a specific gravity 
of 1.015 and contained a slight trace of albumin 
and numerous red cells in the sediment. A phenol- 
sulfonphthalein test of renal function gave 5 per 
cent excretion in fifteen minutes, 15 per cent in 
thirty minutes, 40 per cent in one hour, and 55 
per cent in two hours. Four stools were negative 
for blood, amebae or other parasites. The icteric 
index was 4, and a bromsulphalein test of liver 
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function gave 0 per cent retained. The Graham 
test was positive, and a gastrointestinal x-ray series 
was negative except for probable marked liver en- 
largement. She finally entered this hospital al- 
most in extremis. 

‘Physical examination revealed a very pale, under- 
nourished, obviously very ill woman with definite 
jaundice of the skin and sclerae. There were di- 
minished breath sounds and slight dullness at both 
bases. The heart and lungs were otherwise nega- 
tive, and the blood pressure was 115 systolic, 70 
diastolic. Several enlarged lymph nodes were pal- 
pable just above the left clavicle. The abdomen 
was very much distended with fluid through which 
no masses could be palpated except the liver edge 
which extended four fingerbreadths below the 
costal margin. There was no costovertebral tender- 
ness or spasm. There was definite distention of 
the superficial vessels on the chest and abdomen, 
and there was pitting edema of the feet and ankles. 

The temperature was 98.6°F., the pulse 105. The 
respirations were 22. 

The urine had a specific gravity of 1.032, and 
contained albumin, 2+ bile and occasional red cells 
in the sediment. The blood was essentially the 
same as it was a month before entry. The stools 
were guaiac negative on two occasions. The fast- 
ing blood sugar was 103 mg., the nonprotein nitro- 
gen 30 mg. and the protein 5.5 gm. per cent. The 
chlorides were equivalent to 99 cc. of N/10 sodium 
chloride. 

In the hospital she ran a steadily downhill course 
with progressive cachexia, weight loss, jaundice, 
ascites, edema and occasional nausea and vomiting. 
She died on the nineteenth day. 


DIFFERENTIAL DIAGNOsIS 


Dr. Granttey W. Taytor: Here is a patient 
who had obviously a variety of conditions, the 
first one of which came on seven years before 
her final admission and was characterized by right 
lower-quadrant pain, coming in attacks severe 
enough to require morphine, and associated with 
blood in the urine. Whether it was gross or 
microscopic blood is not stated, but on several sub- 
sequent occasions, in fact on all occasions when 
the urine was examined, blood cells were present. 
In spite of the negative intravenous pyelogram 
we have to conclude that she had some constant 
source of bleeding in the genitourinary tract, and 
it seems to me that they were perhaps negligent in 
not studying it a little more intensively. I suppose 
stone would be the best explanation of the picture, 
but it is rather hard to explain why a stone or 
stones were not seen in the x-ray examination. Cer- 
tainly I cannot make out that this urinary situa- 
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tion played any conspicuous part in the subse- 
quent development of the case. 

Another point that comes up in the past his- 
tory, with no further reference to the present ill- 
ness, is her sensitivity to food —an allergic reac- 
tion, presumably. The trip to South America 
raises the question of possible bizarre parasitic dis- 
eases, but I do not believe there is anything in 
the subsequent history to justify bringing that into 
the picture. 

The other conspicuous finding was the positive 
Graham test. No mention is made of stones. Pre- 
sumably there was no filling of the gall bladder, 
and the test was interpreted as indicating a dis- 
eased gall bladder. Then she went along with 
continuing attacks of pain in the abdomen; and 
on going elsewhere,— although our pelvic ex- 
amination was negative, — she was found to have 
salpingitis, ovarian cyst and endometrial implants, 
from which I infer she had chocolate cysts or 
something of that sort, and a calcified mesenteric 
node was removed without any effect on her symp- 
tomatology. The uterus was left behind and pre- 
sumably, therefore, appeared normal; and since it 
does not enter into the picture later and since 
there is no history of bleeding or other abnormal 
behavior, I think we can rule out the pelvic or- 
gans as contributing to the final picture. The op- 
erator found matted coils of small intestine which 
were the result of her appendix operation many 
years before. Presumably the appendix had been 
removed, or she would have heard from it after- 
ward. 


Beginning about a year before her final entry 
to the hospital she developed a new train of symp- 
toms characterized by loss of weight, fatigue, a 
continuous right-sided abdominal pain, nausea and 
vomiting, and enlargement of the abdomen; on 
examination she showed a beginning secondary 
anemia and still had a positive Graham test. In 
the Out Patient Department and in the hospital 
her stools were consistently negative for blood. 
The conspicuous findings on physical examination 
were jaundice, ascites, large nodes palpable above 
the clavicle, distention of the superficial veins 
and pitting edema of the extremities, with a neg- 
ative cardiac examination. We cannot escape the 
fact that there was something very wrong with 
her liver. It seems to me that one may say that 
this was secondary to the diseased gall bladder, 
as indicated by the positive Graham test. Onc 
can certainly consider the possibility that she de- 
veloped a biliary cirrhosis, although we ought to 
have more in the way of jaundice in the past his- 
tory, if that were to be very seriously considered. 
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The several enlarged lymph nodes above the left 
clavicle give the show away to the extent that if 
they were not due to metastatic carcinoma I doubt 
whether they would have been noted. Enlarged 
nodes above the clavicle are late metastatic find- 
ings from almost any kind of intra-abdominal can- 
cer. Therefore, we shall narrow this field for the 
sake of discussion to intra-abdominal cancer and 
we must grope around to find where it was pri- 
mary. We consider again that she had a negative 
upper-intestinal x-ray examination and we recall 
that she had negative stool examinations for blood; 
and while all these things are not conclusive, they 
tend to rule out the gastrointestinal tract as the 
source. We have already covered the reasons for 
likewise ruling out the genital tract. 

We are then left with certain other areas, notably 

the biliary tree, the pancreas, and so forth. It 
might be asked why the long-standing hematuria 
may not be due to some malignant tumor in 
the kidney. It seems to me it would be rather 
hard to account for the enlarged liver, the ascites, 
the jaundice and. the nodes above the clavicle on 
the basis of a primary process involving the kid- 
ney. One thing that i deplore the lack of in the 
record is the fact that the stools were reported 
as negative for guaiac but no mention is made 
whether she had bile in the stools. That might 
be evidence which would be of use. To say that 
she had carcinoma involving the pancreas with 
subsequent jaundice and metastases above the 
clavicle would very adequately explain the entire 
picture, and I should incline to make that diag- 
nosis. I can think of nothing else that would be 
a very satisfactory explanation of the whole pic- 
ture. 
Dr. Tracy B. Mattory: The fact that this 
woman had metastatic carcinoma was fairly obvi- 
ous, and on the wards they made that diagnosis 
but did not attempt to name the primary source, 
other than to suggest that it might be a pelvic 
organ. Dr. Taylor has given us one possibility. 
Are there any other suggestions? 

Dr. RicHarp Cuute: It seems to me that the 
red cells constantly appearing in the urine may 
be of considerable significance and would point 
in favor of epidermoid carcinoma of the bladder 
with metastases. 
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CLINICAL DIAGNOSES 


Metastatic carcinoma of liver. (Biopsy by perito- 
neoscope.) 
Cancer in the pelvis? 


Dr. Tay tor’s Diacnosis 


Carcinoma of the pancreas with metastases to 
the liver and supraclavicular lymph nodes. 


ANATOMICAL DIAGNOSES 


Renal-cell adenocarcinoma of left kidney with 
metastases. 

Tumor thrombosis of renal vein and vena cava. 

Cholelithiasis. 

Cholecystitis, chronic. 

Ascites. 

Edema of legs, genitalia and sacral region. 

Icterus. 

Operative wound: appendectomy, bilateral sal- 
pingo-oophorectomy. 


Dr. Mattory: There is one point in the history 
that was not particularly stressed, but it seems to 
me that it is the most important lead toward the 
correct diagnosis. That was the presence of prom- 
inent superficial veins over the abdomen and lower 
part of the thorax, which, in addition to the edema 
of the extremities, should bring up the possibility 
of thrombosis of the vena cava. That is what we 
found. The vena cava was completely occluded 
from the bifurcations of the iliacs up to the point 
of its entry into the heart, and it was occluded by 
tumor tissue. The only tumor that, with any regu- 
larity and frequency, does this is hypernephroma, 
and such a tumor was found in the left kidney 
which was enlarged to a weight of 700 gm. There 
were extensive metastases to the liver and lymph 
nodes elsewhere. 

A Puysictan: How do you explain the ascites? 


Dr. Matiory: By the thrombosis of the vena 
cava. 

A Puysictan: 
thing? 

Dr. Matiory: The gall bladder did contain a 
few small stones and a great deal of thick bile, so 
that the positive Graham test was undoubtedly 
correct. 


Did the gall bladder show any- 
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THE DRIVE AGAINST CANCER 


Tuis month has been set apart by presidential 
proclamation for a concerted drive against cancer. 
A mass attack on this disease is essential. Its 
ravages cannot be prevented by the physician alone 
or by the patient alone. The early recognition 
of this important fact, particularly by the late 
Dr. Robert B. Greenough, has done much for the 
400,000 sufferers from cancer now in this country 
and has saved many from disability and death. 

It is unnecessary to call attention to the im- 
portance of the cancer problem. There is, how- 
ever; need to emphasize what has been accom- 
plished and what yet remains to be accomplished 
in the control of this menace. It is well to realize 
what advances have been made through the co- 
operative effort of the medical profession, public- 
health authorities, and intelligent and enthusi- 
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astic groups of laymen. In Massachusetts we have 
four special hospitals for cancer and over twenty 
cancer clinics. We have alert and interested groups 
of laymen representing large numbers of organiza- 
tions co-operating with the Massachusetts Medi- 
cal Society and the Massachusetts Department of 
Public Health and looking toward even more ade- 
quate cancer control. The widespread effort of 
the American Society for the Control of Cancer 
through the past years and its recent special empha- 
sis on the education of women with regard to the 
dangers of cancer through the Women’s Field 
Army constitute real contributions to the cancer- 
control program. 

It is as important in the education of lay groups 
to teach them that cancer is curable as it is to teach 
them other essential facts. To give added empha- 
sis to this important educational aspect, each of 
the cancer clinics throughout the State is giv- 
ing this month a session largely devoted to cured 
cases of this disease —the most concrete evidence 
of the practical accomplishments of the clinics 
that we can hope to have. 

The death rate in Massachusetts from cancer 
for women between twenty and sixty years of age 
has dropped from 119 per 100,000 in 1927 to 112 
in 1937. Twenty-four per cent of the patients with 
cancer are alive ten years after attending the can- 
cer clinics. Last year eighty-six per cent of the 
patients attending clinics were referred by physi- 
cians, and one thousand three hundred and eighty- 
four physicians attended the sixty-nine teaching 
clinics. 

The Massachusetts Medical Society and the De- 
partment of Public Health may well be proud of 
this record of accomplishment through cordial co- 
operative effort, and look forward to even more 
progress in the years to come. 

In this number of the Journal is an article by 
Dr. Herbert L. Lombard, covering one of the 
most fundamental, most controversial and most 
far-reaching aspects of the whole cancer problem 
—the role of heredity in relation to the occurrence 
of the disease in human beings. Dr. Lombard’s 
study of the population of one of our smaller cities 
has been most careful and most complete. The 
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Journal takes pride in being able to present to its 
readers this study of the hereditary aspect of can- 
cer as its contribution toward nation-wide efforts 
at control of this disease. 


GASTROSCOPY AND 
PERITONEOSCOPY 


Enposcopigs are being more generally used and 
are assuming an increasingly important role in 
Bronchoscopy, esoph- 
agoscopy, thoracoscopy, cystoscopy, and proctoscopy 
are standardized procedures in their respective 
fields, and new endoscopic technics, notably gas- 
troscopy and peritoneoscopy, have been reported 
as being extremely successful. 

Although efforts to see the interior of body cavi- 


the practice of medicine. 


ties were made as early as 1795, gastroscopy was 
not attempted until 1868, when Kussmaul passed 
a rigid gastroscope in a professional sword swal- 
lower. Because of insufficient illumination the ex- 
amination was unsuccessful. Various types of gas- 
troscopes were then developed, most of them of 
the straight rigid variety, but as these were difh- 
cult to introduce safely into the stomach, gas- 
troscopy developed very slowly. It was not until 
1932, when the Wolf-Schindler’ flexible gastro- 
scope was first demonstrated, that gastroscopy be- 
came generally recognized as a safe and valuable 
method of examination. 

Schindler’s work on gastroscopy is outstanding. 
In addition to his part in the invention of the 
instrument, he has written extensively on the sub- 
ject in the current literature and has recently pub- 
lished an excellent book on gastroscopy.” Hen- 
ning® and Moutier* have also contributed to the 
literature on gastroscopy. Benedict’ at the Massa- 
chusetts General Hospital was the first in this 
country to use the flexible gastroscope and to 
call attention to its value in the diagnosis of gas- 
tric lesions. According to these authors gastroscopy 


will give information about the gastric mucosa 
which cannot be obtained by any other method. 

Chronic gastritis is the commonest disease of 
the stomach. Gastroscopy, by showing the finer 
changes in the mucosa, is indispensable in its diag- 
nosis. By no other method can edema, color 
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changes, verrucous elevations, erosions and super- 
ficial ulcerations be demonstrated. Superficial, hy- 
pertrophic and atrophic gastritis can be differenti- 
ated. The improvement after liver therapy in the 


atrophic gastritis associated with pernicious anemia 
has been shown by gastroscopic examination.’ Care- 


ful gastroscopic study of the mucosa in patients 
with unexplained hematemesis has frequently dem- 
onstrated a gastritis with erosions as the source of 
the hemorrhage.” In fact, it is quite probable that 
in many cases of peptic ulcer with hemorrhage 
the source of the bleeding is the associated gas- 
tritis rather than the ulcer. Thus in the medical 
or surgical management of gastric or duodenal 
ulcer, gastroscopic examination is of great impor- 
tance since it determines the degree of associated 
gastritis. 

Gastric ulcer, especially the superficial ulcer, is 
being revealed by gastroscopy to be commoner 
than has been generally supposed. The gas- 
troscope has been positively shown to be of as- 
sistance in the differential diagnosis of ulcer and 
cancer, for in the living tissue ulcer presents 
a smooth, sharp margin with a clean yellow or 
gray base, whereas carcinoma presents a nodular 
or infiltrated margin and a dark, dirty-appearing 
one. Another field of usefulness for the gas- 
troscope is in the early diagnosis of cancer. When 
every patient over thirty-five years of age and com- 
plaining of anorexia is examined by gastroscopy, 
there will be an increase in the early diagnosis of 
cancer. Careful x-ray examination should be per- 
formed in all cases. Gastroscopic and roentgen- 
ologic examinations are not competitive, but com- 
plementary. Only by the use of both methods can 
the clinician do full justice to his patient. Gas-_ 
troscopic examination has already added very im- 
portant information to our knowledge of the stom- 
ach and its increasing usefulness is assured. 

Peritoneoscopy, although in some respects ap- 
pearing simpler and more direct than gastroscopy, 
was not undertaken until 1901, when Kelling® 
first used a cystoscope to examine the abdominal 
cavity of a living dog. While the development 
of gastroscopy was delayed chiefly because of the 
inherent difficulty of introducing a rigid tube into 
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the stomach, peritoneoscopy was delayed probably 
not because it was so difficult but because ex- 
ploratory laparotomy was so easy. Surgical ex- 
ploration is certainly easy for the surgeon, but not 
for the patient. How many physicians would sub- 
mit themselves to exploratory operation if any other 
simpler method would give the desired informa- 
tion? Elsewhere in this issue of the Journal, Bene- 
dict points out that, whereas exploratory laparotomy 
is a major operation usually performed under gen- 
eral anesthesia, peritoneoscopy is a minor proce- 
dure always performed under local anesthesia. 
Biopsy can be obtained by both methods. Ex- 
ploration will of course give more complete in- 
formation than peritoneoscopy in many cases, but 
in others the latter will give all the information 
required. If peritoneoscopy is successful, laparot- 
omy may be avoided; if it fails, exploration can 
then be carried out. The two methods are not in 
competition: each has its own field, and one sup- 
plements the other. 

Most writers agree that peritoneoscopy is chiefly 
useful in cases with abdominal cancer, cirrhosis, 
tuberculous peritonitis, ascites, pelvic tumors and 
ectopic pregnancy. It may be indicated in any 
abdominal or pelvic condition where the diagnosis 
is obscure or where additional information is 
needed to confirm a diagnosis or to plan treatment. 


Ruddock® recently reported five hundred cases 
examined by peritoneoscopy, with eight complica- 
tions (1.6 per cent) and one death (0.2 per cent). 
All the complications were punctures of the bowei 
or stomach due to adhesions to the abdominal wall, 
and all were followed by immediate laparotomy 
and uneventful recovery. The death was due to 
hemorrhage from insufficient coagulation of a 
biopsy wound in metastatic carcinoma of the liver. 
It is the opinion of Ruddock® that “the mobil- 
ity of the intestines in the living subject is such 
that they will not sustain injury but will recede 
or slip aside before the gentle and slow thrust 
of the trocar.” In each case of puncture of the 
bowel reported by Ruddock, “the trocar could 
have been removed without soiling the peritoneal 
cavity, as the bowel was firmly plastered against 
the parietal peritoneum.” 
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According to Ruddock® the peritoneoscopic ac- 
curacy in his tabulated cases was 92 per cent 
as compared with a clinical accuracy of 64 per 
cent. The most striking results were in suspected 
cancer of the liver and ectopic pregnancy. 

Any methods as safe and easy to perform as gas- 
troscopy and peritoneoscopy and which will give 
a very definite increase in diagnostic accuracy are 
worthy of a permanent place in the practice of 
medicine. While not intended for use by the gen- 
eral practitioner, both methods should be available 
in every medical center. 
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CHILD HEALTH DAY 


Tuis year marks, if not the tenth anniversary of 
Child Health Day, at least the tenth anniversary 
of the congressional resolution of May 18, 1928, 
which authorized the President to proclaim May 
Day as Child Health Day. The two ideas have 
become inseparably associated in our minds — the 
day that marks the incoming of the first really 
spring month in our northern states, and the day 
that we have accepted on which to acknowledge 
our obligation to the oncoming generation. 

There is much that we cannot guarantee to the 
children of the Nation today that we felt, ten years 
ago, would be theirs by the very fact of Ameri- 
can birth—a possibility of peaceful existence; a 
fighting chance for economic security; stability in 
government. The foundation that had then been 
laid was apparently not capable of supporting a 
permanent structure, but despite our economic 
quicksands we have continued each year to sink 
a few caissons that we hope will bear permanent 
results in the form of improved child health and 
a greater understanding of the problems of child- 


hood. 
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Case History No. 69. PREMATURE SEPARATION 
OF THE PLACENTA 


Mrs. C. M., a thirty-year-old multipara, was ad- 
mitted to the hospital as an emergency case for the 
treatment of vaginal hemorrhage of three hours’ 
duration. She was in the seventh month of a 
pregnancy which had been entirely normal up to 
the day of entry. She had observed enlargement 
of the abdomen following the onset of bleeding. 
External hemorrhage had been slight. 


There was no family history of diabetes, tubercu- 
losis, cancer or cardiorenal disease. The patient 
gave no history of scarlet fever, diphtheria, typhoid 
or rheumatic fever, and the rest of her past history 
was also negative. There was no specific catamenial 
history, and the date of her last period was not 
recorded. 


On physical examination the patient was appre- 
hensive, and the skin cold and clammy; the mucous 
membranes demonstrated definite pallor. The pu- 
pils were equal and active and reacted to light and 
accommodation. The mouth was clean, and the 
teeth carious and discolored; the tongue protruded 
in the midline without tremor. The thyroid was 
palpable, its contour smooth and symmetrical. The 
chest expanded normally, and the lungs were res- 
onant; the breath sounds were normal, and there 
were no rales. The heart was not enlarged; the 
sounds were of fair quality, and there was a sys- 
tolic murmur at the apex. The rate was 124, and 
the blood pressure was 118 systolic, 102 diastolic. 
Examination of the abdomen disclosed a rounded 
abdominal tumor, the size of a full-term intra- 
uterine pregnancy, which was tense and tender. 
Fetal outlines could not be mapped out, and it 
was impossible to distinguish the fetal heart beat. 
The pelvic measurements were I.C. 28 cm., IS. 
25 cm., E.C. 19.5 cm., and outlet 9.5 cm. There 
was only slight oozing of dark blood from the 
vagina. Rectal examination revealed the cervix 
to be dilated three fingerbreadths, but not taken 
up. The presenting part was high. 


The patient was transferred to the operating 
room and prepared for immediate delivery. The 
cervix was manually dilated under full ether anes- 


A series of selected case histories by members of the section will be 
published weekly 

Comments and questions by subscribers are solicited and will be discussed 
by members of the section. 
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thesia to admit the closed fist. The fetal mem- 
branes were then ruptured, when a large amount 
of bloody fluid came away. Internal podalic ver- 
sion and breech extraction were performed with- 
out difficulty. The baby was stillborn and weighed 
4 lb., 3 oz. The placenta was completely separated 
and was expressed with the membranes intact. 
There was profuse hemorrhage following its ex- 
pulsion. Inspection of the cervix revealed deep 
bilateral lacerations. The tears were sutured with 
interrupted chromic catgut. 

The patient was returned to bed in poor condi- 
tion. The pulse rate, which had been 160 during 
delivery, was 144 a half hour later. Two hours 
after delivery the blood pressure was 85 systolic. 
She was placed in Trendelenburg position and 
given caffeine and camphor in oil; 500 cc. of nor- 
mal saline was given under each breast. A rectal 
tap was not retained. She did not respond to stim- 
ulation and expired three hours postpartum, with- 
out transfusion. 


Comment. This case represents the treatment 
of separated placenta twenty years ago. Accouche- 
ment forcé was, at that time, a very common op- 
eration, and the result illustrated in this case too 
often occurred. The cervix does not tolerate rapid 
dilatation. Undoubtedly this patient had a rupture 
of the lower segment of the uterus as a result of 
manual dilatation. Today this patient would have 
been delivered by the conservative method of rup- 
turing the membranes and applying a Spanish 
windlass. Her blood would have been grouped 
and cross matched, and a compatible donor would 
have been available; she would have been trans- 
fused, and retransfused if necessary. 


LEGISLATIVE NOTES 


During the past week the following changes have taken 
place in the bills before the Legislature in which the 
Society is interested: 

On House Bill 56, which further regulates the condi- 
tions under which food may be manufactured, the Legis- 
lature has voted “no legislation necessary.” 

House Bill 1852, which is a redraft of House Bill 51, 
has been passed to be engrossed. This bill relates to the 
control of diseases dangerous to public health. 

Senate Bill 361, a bill to issue certificates of approval of 


bacteriological laboratories, has been given “leave to 
withdraw.” 


House Bill 41, requiring the annual licensing of qualified 
physicians, has been voted “no legislation necessary” by 
the Legislature. 

House Bills 818 and 819, both relating to the commit- 
ment of insane persons, have been reported out of com- 
mittee. Its report of “leave to withdraw” has been ac- 
cepted in the House. 

House Bill 1845, a redraft of House Bill 758, has been 
passed by the Legislature. This bill postpones the effec- 


rf — of Chapter 247, of the Acts of 1936, to January 
1, 1941. 


| 
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MEDICAL POSTGRADUATE 
EXTENSION COURSES 


The following sessions, given by the Massachusetts 
Medical Society in co-operation with the Massachusetts 
Department of Public Health, the United States Public 
Health Service and the Federal Children’s Bureau, have 
been arranged for the week beginning May 2: 


BRISTOL SOUTH (Fall River Section) 


Monday, May 2, at 4:30 p. m., at the Union Hospital, 
Fall River. Subject: Acute Anterior Poliomyelitis 
—Its Diagnosis and Treatment. Instructor: 
Charles F. McKhann, Jr. Howard P. Sawyer and 
Robert H. Goodwin, Chairmen. 


ESSEX NORTH 


Friday, May 6, at 4:30 p. m., at the Lawrence General 
Hospital, Lawrence. Subject: Acute Anterior 
Poliomyelitis — Its Diagnosis and Treatment. In- 
structor: R. Cannon Eley. John Parr, Chairman. 


MIDDLESEX SOUTH 


Wednesday, May 4, at 4:00 p. m., at the Cambridge 
Municipal Hospital, Cambridge Street, Cambridge. 
Subject: Puerperal Sepsis. Instructor: Christopher 
J. Duncan. Edmund H. Robbins, Chairman. 


DEATHS 


FISHER — Epcar A. Fisoer, M.D., of Worcester, died 
April 17 at his home. He was in his seventy-third year. 

Born in Nantucket, he attended Boston University School 
of Medicine, receiving his degree in 1887. He began his 
practice in Worcester shortly afterward. About fifteen 
years ago he gave up general practice to devote his time 
to surgery. Dr. Fisher was one of the small group that 
founded Hahnemann Hospital in Worcester, where he 
was chief of the surgical department, vice-president of 
the board of directors and a member of the governing 
board of the hospital. Among his affiliations were fellow- 
ships in the American Medical Association, the Massachu- 
setts Medical Society and the American College of Sur- 
. geons. He held membership in the University Club of 
Worcester and was a member of the Masonic Order and 
the Odd Fellows. 

His widow survives him. 


RAND — Ricnarp B. Ranp, M.D., of North Abington, 
died April 19. He was in his seventy-first year. 

A native of Hanover, New Hampshire, he graduated 
from Dartmouth College and received his degree from 
Dartmouth Medical School in 1893. Dr. Rand had prac- 
ticed for forty-six years in North Abington. 

He was a fellow of the Massachusetts Medical Society 
and a member of the American Medical Association. He 
was a member of the Masonic Order. 

His widow and two daughters survive him. 


WALKER — Wituiam D. Wa ker, M.D., of 121 Main 
Street, Andover, died April 12. He was in his sixty-first 
year. 

A native of St. John, ew Brunswick, he was the son 
of Dr. Thomas Walker, physician-surgeon and colonel of 
the 62d regiment of Canadian militia. He received his 
degree from Tufts College Medical School in 1905. He 
served as school physician at Andover for many years and 
was on the school committee for six years. 

Dr. Walker was a fellow of the American Medical As- 
sociation and the Massachusetts Medical Society. His 


MASSACHUSETTS MEDICAL SOCIETY 


743 


memberships included the Lawrence Medical Club and 
the Essex North District Medical Society, of which he 
was president. 


MISCELLANY 
NOTES 


The Massachusetts General Hospital announces that the 
Warren Triennial Prize for the year 1937, founded in 1867 
by the late Dr. J. Mason Warren in memory of his father, 
amounting to five hundred dollars, has been awarded to 
Dr. Henry K. Beecher for a manuscript entitled “The Phys- 
iology of Anesthesia.” 

In all, twelve essays were submitted in competition from 
persons in various parts of the United States, England and 
Germany. 

Dr. Beecher at the present time holds the position of 
anesthetist at the Massachusetts General Hospital. 


The following promotions in the faculty at Harvard 
Medical School, effective next September 1, were recently 
announced: Fuller Albright, assistant professor of medi- 
cine; Samuel L. Gargill, associate in medicine; T. Duckett 
Jones, associate in medicine; Wyman Richardson, associate 
in medicine; and John C. Whitehorn, associate in psychi- 
atry. 


CORRESPONDENCE 
A RESOLUTION 


To the Editor; At the meeting of the Boston Society of 
Psychiatry and Neurology on April 21, the following reso- 
lution was unanimously passed and I was instructed to 
send a copy of it to the Governor, the members of his 
council, and the New England Journal of Medicine. 


Inasmuch as the administration of public health is 
a special branch of medicine, be it resolved that in 
the selection of the Commissioner of Public Health for 
the Commonwealth of Massachusetts, the Governor 
nominate for commissioner a physician who by spe- 
cial training and experience in the administration of 
public health is qualified to assume the responsibili- 
ties of this important office. 
H. Houston Merritt, M.D., Secretary. 
Boston Society of Psychiatry and Neurology. 
923 Medical Building, 
Boston City Hospital, 
Boston, Massachusetts. 


INADEQUATE MEDICAL CARE 


To the Editor: May I call attention to an error in the 
article by Rosco G. Leland, published in the Journal of 
March 24, 1938? On page 519 of that issue Dr. Leland 
says: 

A survey of some 38,600 persons made by the Com- 
mittee on the Costs of Medical Care showed that 47.1 
per cent had no illness over a period of more than a 
year. The study also showed that 47.9 per cent of 
these persons had the services of physicians. Only 5 
per cent of the persons involved in the survey were 
presumably in need of medical services but for some 
reason did not avail themselves of medical care. Per- 
haps 5 per cent is not too large an estimate of those 
who because of human characteristics manifested as 
ignorance, stupidity or prejudice prefer cultism, patent 
medicine, the advice of friends or relatives or no 
medical service at all. 
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The survey made by the Committee on the Costs of 
Medical Care is contained in Volume 26 (University of 
Chicago Press, 1933) of its publications. A study of this 
report shows that 5 per cent is entirely incorrect as a 
figure indicating the unmet need for medical care among 
these 38,600 persons. Dr. Leland’s statement gives the 
impression that 47.9 per cent of the surveyed population 
had the services of physicians as required during the year. 
An examination of the report shows that this is not the 
meaning of this percentage. The 47.9 per cent includes 
merely those persons who had a physician one or more 
times during the year, irrespective of the number or 
gravity of their illnesses. A woman, for instance, who had 
one visit from a doctor at the time of delivery, with no 
prenatal or postpartum care, would be in the 47.9 per 
cent. A child having scarlet fever, an infected ear and a 
cut hand at different times during the year, and who had 
a physician once, would be in the 47.9 per cent. 

The article thus misinterprets the “47.9 per cent.” The 
survey showed that this 47.9 per cent of the people report- 
ed an average of over one and a half illnesses per person, 
and that, measured in terms of the number of illnesses 
receiving care, 22.4 per cent of all the illnesses had no 
care from physicians or anyone else. Moreover, the per- 
centage of illnesses receiving care varied with different in- 
come groups. Among persons with family incomes of 
$10,000 and over, 7.3 per cent of the illnesses were uncared 
for. In the $1200 to $2000 income group, 25 per cent of 
the illnesses were uncared for, and in the income group 
under $1200, 33.5 per cent. 

Thus, the survey from which Dr. Leland quotes does 
not bear out his implication, cited above, that “only 5 per 
cent of the persons involved in the survey were presumably 
in need of medical services but for some reason did not 
avail themselves of medical care.” On the contrary, the 
survey showed that the amount of unmet medical need was 
much larger than this. Several more recent surveys, sugh 
as those just completed by the United States Public 
Health Service and the California Medical Association, 
show similar or larger percentages of illness not receiving 
any medical care and are the more striking because these 
deal with disabling illnesses only. 

Micuatt M. Davis. 
9 Rockefeller Plaza, 
New York City. 


A WOODEN ARTERIAL CAST 


To the Editor: In 1683 Roger Williams was buried at 
the foot of an apple tree. While digging the grave of his 
grandchild in 1710, the head end was knocked from his 
cofin; and when his grave was opened in 1860, it was 
found that rootlets of the tree had invaded the aorta 


and shot downward, following the arterial track to and 
beyond the feet. By the time that the legs were reached 
there must have been sufficient decomposition for the roots 
to spread beyond the area of the actual arteries, but the 
cast 1s pretty accurate in its upper portion. 

This is probably the only known cast in wood of the 
circulatory system. The relic is preserved by the Rhode 
Island Historical Society in Providence; the accompany- 
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ing picture was published in the Society’s Collections for 
April, 1936, and is reprinted with its kind permission. 
Harotp Bownitcn, M.D. 


520 Commonwealth Avenue, 
Boston. 


REPORT OF MEETING 


HARVARD MEDICAL SOCIETY 


A meeting of the Harvard Medical Society was held 
at the Peter Bent Brigham Hospital on February 8, Dr. 
Henry A. Christian presiding. 


The surgical case was presented by Dr. P. D. Gid- 
dings. The patient, a seventy-year-old white male, had 
experienced pain, numbness and tingling in both lower 
legs for the past two years, and had been previously hos- 
pitalized because of impending gangrene of his right foot. 
On entry his feet were found to be cold and cyanotic. In 
spite of paravertebral alcohol injection at the level of the 
second lumbar vertebra, resection of the peroneal and 
sural nerves, and supportive treatment, an area of gangrene 
developed on the dorsum of the right foot. Dr. Elliott 
C. Cutler discussed the case and stated that amputation of 
the foot was the advisable procedure. 


The medical case was a seventy-one-year-old white fe- 
male, whose mother had died of anemia at the age of 
thirty-two, and whose sister had died of pernicious anemia 
at the age of sixty-nine. One year previously she was 
seen in the hospital because of recurrent weakness, and 
her red-blood-cell count was found to be only 900,000. 
She received intramuscular injections of liver extract, and 
her red-cell count rose to 2,000,000. Six weeks before her 
present entry she experienced ataxia, tinnitus, dyspnea and 
vomiting. Her local physician found her red-cell count 
to be below 1,000,000 and advised hospitalization. At 
entry she was found to be dyspneic, pale and slightly 
icteric, but well oriented. She had an atrophic glossitis, 
systolic pulmonic and diastolic apical and basal murmurs, 
diminished to absent vibratory sensation in both legs, ab- 
sent knee and ankle jerks, and slight ankle edema. The 
hemoglobin was 22 per cent (Sahli), and the red-cell 
count 700,000, with a hematocrit of 13 per cent. The 
blood smear was typical of pernicious anemia in relapse; 
there were 2.4 per cent reticulocytes. She received 2.0 cc. 
of concentrated liver extract intramuscularly, and on the 
seventh day the red-cell count had risen to 2,200,000, and 
the hemoglobin to 54 per cent; there were 41 per cent 
reticulocytes. The basal metabolic rate was +33 four 
days after admission. 

Dr. Robert T. Monroe remarked that pernicious anemia 
could make its first appearance at a very late age, and 
stated that he had recently seen an eighty-six-year-old pa- 
tient in his first relapse. Dr. Christian commented on the 
elevated basal metabolic rate which is frequently seen in 
patients with severe anemia, and which falls toward nor- 
mal with improvement in the condition of the blood. In 
spite of the marked elevation of metabolism these pa- 
tients are usually well nourished. 

Dr. Walter B. Cannon, George Higginson Professor of 
Physiology, presented the paper of the evening on the 
subject “The Aging of Some Homeostatic Mechanisms.” 
Dr. Cannon pointed out that, as the span of life is being 
lengthened by the application of our knowledge of hy- 
giene and preventive medicine, more and more persons 
are reaching the older age groups and the diseases of 
old age are becoming of increasing importance. Dr. Can- 
non has recently undertaken a study.of the changes that 
occur in the body’s ability to maintain a “steady state” 
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with increasing age. As examples of such homeostatic 
mechanisms he selected the maintenance of constant 
temperature, blood sugar and acid-base balance. 


The first of these mechanisms, heat regulation, shows 
marked restriction with advancing years. Uniform body 
temperature is maintained by a delicate balance between 
heat production and heat loss, either process being ac- 
celerated or decreased as the need arises. Observations 
have shown that the temperatures of elderly people are 
not much different from those of the young, although 
there is a steady decrease in heat production with advanc- 
ing age. Boothby found a progressive decrease in the 
calories produced per hour per square meter of body 
surface with increasing age —a decrease amounting to 24 
per cent in persons eighty years of age. The explanation 
for this decrease is possibly due to involutional changes 
which occur in the thyroid gland with advancing age, and 
to the reduced bodily activity and consequent lessened 
heat production. Elderly persons protect themselves against 
cold outer environment and decreased heat production by 
putting on more clothing and by seeking a sheltered ex- 
istence. The output of heat from the body surface is de- 
creased by atrophy of the skin and partial disappearance 
of the dermal capillaries. There is also a partial degenera- 
tion of the sweat and oil glands, and a thickening of 
arteriolar walls leading to a less ready discharge of heat 
from the body surface— factors causing a diminished 
ability of the aged to withstand high temperatures. This 
limitation of homeostasis is evidenced by the steady in- 
crease in incidence of heat stroke with increasing age. 

The constancy of the blood sugar, ordinarily main- 
tained between very definite limits, tends toward greater 
and greater variation with advancing years. Porter and 
Langley found that although there was normally no 
glycosuria in individuals between the ages of thirty and 
forty, 40 per cent of persons aged sixty to seventy showed 
an occasional glycosuria. John showed that with in- 
creasing age more and more individuals had a diabetic or 
prediabetic type of glucose-tolerance curve. 

One of the most remarkably constant factors in the body 
is the maintenance of the acid-base balance. The pH of 
the plasma is maintained at 7.4, and variations of only a 
few tenths of a pH are sufficient to cause tetany or coma. 
One of the important factors in maintaining this con- 
stancy is the ability of the lungs to rid the blood of 
excess carbon dioxide. With advancing age there is a de- 
crease in the respiratory efficiency of the lungs; the vital 
capacity at the age of sixty to sixty-five is only 80 per cent 
of the value at thirty to thirty-five. The body can no 
longer take in and push out large quantities of air. As- 
sociated with this limitation of vital capacity there is also 
a limitation of the amount of air that can be breathed in 
and out during extreme physical effort, and there is a 
greater tendency for the accumulation of carbon dioxide 
in the blood in elderly persons. This decrease in respira- 
tory efficiency is due to the weakening of the intercostal 
muscles and increasing rigidity of the thoracic cage. 

With increasing age there is an increase in systolic 
bloed pressure, and loss in the elasticity of the arteries, 
amounting to a reduction of about 60 per cent in the lat- 
ter case at the age of eighty. Capillaries lose their ability 
for ready and complete dilatation, and there is increase in 
pericapillary connective tissue preventing rapid diffusion 
of oxygen and waste products between parenchymal cells 
and capillaries. Limitations of acid-base regulation are 
contributed to by changes in the heart, which reacts to 
strain in old age by dilating and thus empties incomplete- 
ly and inefficiently. The heart of the aged also shows 
lessened ability to accelerate. These factors decrease the 
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body’s ability to provide *adequate circulation for severe 
strains, and tend to cause the accumulation of waste 
products. The oxygen carried away from the lungs dur- 
ing maximal work drops some 34 per cent between the 
ages of seventeen and sixty-three, while the lactic-acid con- 
tent of the blood in similar circumstances is three times 
greater in the elderly person. 

Dr. Cannon’s observations of the limitations of the 
body mechanisms are confirmed by the results reported in 
competitive sports. Records for the 100-yard dash are all 
made by young adults; the world record was made by 
Wykoff at the age of twenty-one. As the requirement for 
rapid effort becomes less and the demand for endurance 
and judgment increases, there is an increase in achieve- 
ment with age, as is demonstrated by the ages of those 
holding world records in runs of different distances: the 
records for the 1- to 5-mile runs are held by men from 
twenty-three to twenty-seven years of age; the 10-mile 
record was set by Nurmi at the age of thirty-one. The 
best Marathon performances by De Mar were between 
the ages of thirty-six and forty-two. Tennis players reach 
their “peak” between the ages of twenty-five and thirty, 
and after that begin to “slow up” in their ability to adjust 
to severe strain. After the age of thirty-five, baseball 
players “slow up” because of the beginning failure of their 
lungs, hearts and vascular systems, 

In summary, Dr. Cannon stated that with increasing 
age the homeostatic mechanisms maintaining the con- 
stant interior milieu become less able to meet excess de- 
mands, and necessitate a more sheltered, less active ex- 
istence. Involutional and degenerative changes in the 
body tissues and organs are responsible for these limitations 
of homeostasis in the elderly. 


NOTICES 


MASSACHUSETTS ITALIAN MEDICAL 
SOCIETY 


The next meeting of the Massachusetts Italian Medical 
Society will be held on Friday, April 29, at the Hotel Ken- 
more, Boston, at 9:15 p.m. Note change from usual date 
of meeting. 

PROGRAM 
Presentation and Discussion of Medical and Surgical Cases 
in Practice. 
Dr. Arthur B. Emmons, 2d, will speak on the work of the 
Boston Health League, Inc., on occupational hygiene. 

The medical profession is invited to attend. 

Cart Mararpi, M.D., Secretary. 


NATIONAL HOSPITAL DAY 


The New England Hospital Association and the Mass- 
achusetts Hospital Association are working together with 
the National Committee of the American Hospital Asso- 
ciation in the observance of National Hospital Day, Thurs- 
day, May 12. 

Many hospitals are making extensive plans in the ob- 
servance of this day. Hospitals throughout New England 
will have “open house” in order that former patients and: 
friends may visit the hospital to see the latest scientific 
equipment and apparatus used in the modern treatment 
of patients. 

All members of medical societies are urged to co- 
operate with hospital administrators by taking part in 
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clinical demonstrations and lectures that may be of inter- 
est to the lay public. 

Time has been reserved on the air for May 10 and 1], 
and medical men have been secured to talk on “Our 
Hospitals.” 

Josepu P. Leone, M.D., 
National Hospital Day Chairman, 
Massachusetts Hospital Association. 


NORFOLK DISTRICT MEDICAL SOCIETY 


The eighty-eighth annual meeting of the Norfolk Dis- 
trict Medical Society will be held at the Hotel Somerset, 
Boston, on Tuesday, May 3. 

The business meeting will begin at 6:00 p. m.; dinner 
will be served at 6:45. Following the dinner, there will be 
a lecture, beautifully illustrated in color, entitled “The 
Land of the Aztecs: The story of Mexico, ancient and 
modern,” by Dr. Charles H. Tozier, of Winchester. 


Freperick Reis, M.D., President, 
Frank S. CruicksHaNnk, M.D., Secretary. 


NATIONAL SOCIETY FOR THE ADVANCEMENT 
OF GASTROENTEROLOGY 


The third annual convention of the National Society for 
the Advancement of Gastroenterology will be held on June 
1 and 2 at the Squibb Hall, Squibb Building, 745 Fifth 
Avenue, New York City. 

A very interesting program is assured. 

Henry Kenpatt, M.D., Chairman. 
Program Committee. 


WACHUSETT MEDICAL 
IMPROVEMENT SOCIETY 


There will be a meeting of the Wachusett Medical Im- 
provement Society on Wednesday, May 4, at the United 
States Veterans Hospital, Rutland. 


PROGRAM 


4:30 p. m. Inspection of hospital. 
6:00 p. m. Dinner. 
7:00 p. m. Scientific meeting. 

Presentation of Interesting Cases. 
Bronchiogenic Carcinoma. 
Progressive Muscular Atrophy. 
Foreign Protein Treatment of Iritis. 
Cirrhosis of Liver. 


W. D. Bresersacn, M.D., President, 
N. S. Scarcetto, M.D., Secretary. 


FAULKNER HOSPITAL 


The usual clinicopathological conference will be held at 
the Faulkner Hospital for its staff and other interested 
members of the medical profession on Thursday, May 5, 
at 5:00 p. m. 

There will be a discussion of cases by Dr. James A. Hal- 
sted and Dr. Arthur R. Kimpton. 


BOSTON DISPENSARY 


25 Bennet Street, Boston 
Lecture Hall, Second Floor, 9-10 a. m. 


MeEpIcAL CONFERENCE ProGram, May, 1938 


Tuesday, May 3— The Relation of the Resistance of the 
Host to Rheumatic Fever. Dr. Nathan Epstein. 
Wednesday, May 4— Some Aspects of Human Ovulation. 

Dr. John Rock. 
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Thursday, May 5—General Joint Examination. Dr. 
Thomas H. Peterson. 

Friday, May 6—Diagiosis of Multiple Myeloma. Dr. 
Bernard Jacobson. 

Saturday, May 7 — Hospital Case Presentation. Dr. S. J. 
Thannhauser. 

Tuesday, May 10— Medical History of Appendicitis. Dr. 
Reginald Fitz. 

Wednesday, May 11— Hospital Case Presentation. Dr. 
Thannhauser. 

Thursday, May 12—Social Service Case Presentation. 
Mrs. H. B. Hooker and Miss E. Grundy. 

Friday, May 13— The Course of Heart Disease and the 
Precipitating Factors of Heart Failure. Dr. C. Sid- 
ney Burwell. 

Saturday, May 14— Hospital Case Presentation. Dr. 
Thannhauser. 

Tuesday, May 17 — Pathogenic Fungi. Dr. Jacob Swartz. 

Wednesday, May 18— Hospital Case Presentation. Dr. 
Thannhauser. 

Thursday, May 19—Erythema Nodosum. Dr. George 
E. Currier. 

Friday, May 20—Hemolytic Streptococcal Infections. 
Factors of Significance in Prognosis and Treatment. 
Dr. Chester S. Keefer. 

Saturday, May 21—Hospital Case Presentation. Dr. 
Thannhauser. 

Tuesday, May 24— Clinicopathological Conference. Dr. 
R. C. Wadsworth and Dr. William P. Murphy. 

Wednesday, May 25— Hospital Case Presentation. Dr. 


Thannhauser. 

Thursday, May 26— X-ray Demonstration. Dr. Alice 
Ettinger. 

seg Ma 27— Pulmonary Carcinoma. Dr. Donald 


Pe May 28 — Lipoid Diseases. Dr. Thannhauser. 


NORFOLK SOUTH DISTRICT 
MEDICAL SOCIETY 


The annual meeting of the Norfolk South District 
Medical Society will be held at the Norfolk County Hos- 
pital, South Braintree, on Thursday, May 5, at 12 o'clock 
noon. 

Dr. Frederick T. Lord will speak on “Pneumonia.” 

Election of officers. 

There will be a censors’ meeting at 11:00 a. m. 


Nauum Pirtssury, M.D., President, 
Rosert L. Cook, M.D., Secretary. 


HENRY JACKSON LECTURE 


The Henry Jackson Lecture for 1938 offered by the 
New England Heart Association will be given by Louis 
Hamman, M.D., associate professor of clinical medicine, 
Johns Hopkins University School of Medicine, at 
8:15 p. m. on Friday, April 29, at the Boston Medical Li- 
brary. His subject will be “The Diagnosis of the Causes 
of Heart Failure.” 

The annual business meeting of the New England Heart 
Association will precede the lecture. 


SOCIETY MEETINGS AND CONFERENCES 


CALENDAR OF Boston District FOR THE WEEK BEGINNING 
Monpay, May 2 


Monpay, May 2 


*4 p.m. Physicians and medical students are cordially invited to attend 
a clinic presented by the medical, surgical and orthopedic services 
of the Infants’ and Children’s hospitals, in the amphitheater of the 
Children’s Hospital. 


» 
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Tvuespay, May 3 


*9-10 a. m. Boston Dispensary. The Relation of the Resistance of the 
Host to Rheumatic Fever. Dr. Nathan Epstein. 


*10 a. m. - 12:30 p. m. Tumor clinic. Boston Dispensary. 


Weonespay, May 4 
*9-10 a. m. Boston Dispensary. 
Dr. John Rock. 
*12 m. Clinicopathological conference. 
theater. 


Some Aspects of Human Ovulation. 


Children’s Hospital amphi- 


Tuurspay, May 5 


*9-10 a. m. Boston Dispensary. 
Thomas H. Peterson. 


5 p. m. Faulkner Hospital. 


General Joint Examination. Dr. 


Clinicopathological conference. 


Fripay, May 6 


*9-10 a. m. Boston Dispensary. 
Dr. Bernard Jacobson. 


*10 a. m. - 12:30 p. m. Tumor clinic. 


Diagnosis of Multiple Myeloma. 


Boston Dispensary. 


SaturDAy, May 7 
*9-10 a. m. Boston Dispensary. 
Thannhauser. 
The usual staff rounds at the Peter Bent Brigham Hospital, conducted 
by Dr. Christian, will be omitted. 


Hospital case presentation. Dr. S. J. 


*Open to the medical profession. 


Aprit 29 — Cancer clinic. Page 706, issue of April 21. 

Aprit 29 — Massachusetts Italian Medical Society. Page 745. 

Apri, 29 — Henry Jackson Lecture. Page 746. 

May 3-28 — Boston Dispensary, Medical Conference Program. Page 746. 
May 4 — Wachusett Medical Improvement Society. Page 746. 

May 5 — Faulkner Hospital, clinicopathological conference. Page 746. 


May 12 — Pentucket — of Physicians. Hotel Bartlett, 95 Main 
Street, Haverhill, 8:30 p 


May 12 — National Hoeplcal Day. Page 745. 


May 16 and 17 — American Neisserian Medical Society. Page 582, issue 
of March 31. 


May 31, June 1 and 2— Annual meeting of the Massachusetts Medical 
Society. Hotel Bradford, Boston. 


Rag 1 and 2 — National Society for the Advancement of Gastroenterology. 
46. 


June 6, 7, 8, and 9— American Association of Industrial Physicians. 
Page 499, issue of ‘March 17. 


June 10 and 11 — American Heart Association. Page 707, issue of April 21. 
June 13-17 — American Medical Association. San Francisco. 


June 13, Octoser 8 and Novemser 15— American Board of Ophthal- 
mology. Page 282, issue of F 10. 

SEPTEMBER 12-14 — American Association for the Study of Goiter. Page 
545, issue of March 24. 

Ocrtoser 17-21 — Clinical Congress of the American College of Surgeons, 
New York City. 


Octoser 24-26 — Academy of Physical Medicine, Scientific Session. Wash- 
ington, D. C. 


District MeEpiIcat Soci£Ties 


BRISTOL SOUTH 
May 5—5 p. m., New Bedford. 


ESSEX SOUTH 
May 5 — Censors meet at Salem Hospital, 3:30 p. m. 


May 11—Annual meeting, Salem Country Club, Peabody. 


Dinner at 
7 p.m. Speaker and subject to be announced. 


FRANKLIN 


Meeting will be held at the Franklin County Hospital, 


Greenfield, at 
11 a. m. the second Tuesday of May. 


HAMPDEN 
Meeting will be held on the fourth Tuesday in July. 


HAMPSHIRE 
May 11 — Page 546, issue of March 24. 


MIDDLESEX EAST 

Meeting will be held at the Bear Hill Golf Club, Stoneham, at 12:15 p. m. 
on May Il. 
NORFOLK DISTRICT 

May 3 — Page 746. 

The censors meet on the first Thursdays of May and November in each 
year. 


NORFOLK SOUTH 
May 5— Annual meeting. Page 746. 


BOOK REVIEWS 


PLYMOUTH 
Meetings will be held at 11 a. m. on May 19 and July 21. 


WORCESTER 


May 11 — Afternoon and evening, annual meeting. Place and schedule 
of program to be anrounced. 


BOOKS RECEIVED FOR REVIEW 


A Practice of Orthopaedic Surgery. T. P. McMurray. 
471 pp. Baltimore: William Wood & Company, 1937. 


Lectures on the Epidemiology and Control of Syphilis, 
Tuberculosis, and Whooping Cough, and Other Aspects 
of Infectious Disease. Thorvald Madsen. The Abraham 
Flexner Lectures Series No. 5. 216 pp. Baltimore: The 
Williams & Wilkins Company, 1937. $3.00. 

Man, Bread and Destiny: The story of man’s food. C. C. 
Furnas and S. M. Furnas. 364 pp. Baltimore: The Wil- 
liams & Wilkins Company, 1937. $3.00 

Le Traitement Radiologique de l’Actinomycose. Axel 
Renander. 75 pp. Stockholm: P. A. Norstedt & Soner, 
1937. Swed. cr. 8. 

Hernia: Anatomy, etiology, symptoms, diagnosis, dif- 
ferential diagnosis, prognosis, and the operative and injec- 
tion treatment. Leigh F. Watson. Second edition. 591 
pp. St. Louis: The C. V. Mosby Company, 1938. $7.50. 

Heart Disease in General Practice. National Medical 
Monographs. Paul D. White. Edited by Morris Fish- 
bein. 338 pp. New York: National Medical Book 
Company, Inc., 1937. $3.00. 

Le Phénoméne de la Guérison dans les Maladies In- 
fectieuses. F. dHerelle. 414 pp. Paris: Masson et Cie, 
1938. 75 Fr. fr. 

Les Eléments du Pronostic dans les Maladies Aigués: 
Notes de pratique. A.-B. Marfan. 75 pp. Paris: Masson 
et Cie, 1938. 20 Fr. fr. 

Traitement des Constipations Fonctionnelles. Gabriel 
Leven et Roland Leven. 88 pp. Paris: Masson et Cie, 
1938. 15 Fr. fr. 

Die endokrinen Erkrankungen ihre Klinik, Pathologie 
und Therapie. N. v. Jagic and K. Fellinger. 293 pp. 
Berlin and Wien: Urban & Schwarzenberg, 1938. 

The New International Clinics: Original contributions: 
clinics; and evaluated reviews of current advances in the 
medical arts. Edited by George Morris Piersol. Volume 
1, new series 1. 322 pp. Philadelphia, Montreal, New 
York: J. B. Lippincott Company, 1938. $3.00. 


BOOK REVIEWS 


Fever Therapy: Abstracts and discussions of papers pre- 
sented at the First International Conference on Fever 
Therapy, March 29, 30, 31, 1937. Walter M. Simp- 
son, William Bierman, et al. 486 pp. New York: 
Paul B. Hoeber, Inc., 1937. $5.00. 


This book is a presentation of abstracts of the papers 
presented at the First International Conference on Fever 
Therapy, which was held in New York City in March, 
1937. The abstracts are printed in English, French 
and German, but the discussions are presented only in 
English. 

The volume contains messages of greeting from Presi- 
dent Roosevelt, Professor Julius Wagner-Jauregg, Professor 
A. D’Arsonval and Baron Henri de Rothschild, the latter 
three being pioneers in this type of therapy. There then 
follows a discussion of the various methods of producing 
fever in the body, and it is quite obvious that there is no 
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unanimity of opinion in regard to the most satisfactory 
way of producing fever from a therapeutic point of view. 
From reading these discussions, however, it seems likely 
that mechanical devices are going to be used more in the 
future than protein shock or the artificial production of 
definite disease, such as malaria. 

There is a series of abstracts on some of the physio- 
logic changes which occur in the body as a result of in- 
duced fever. These studies concern chiefly the effects’upon 
blood volume, acid-base balance, chloride balance and re- 
actions in bone marrow, connective tissue and lymph 
nodes. 

The next series of papers covers the effect of fever 
therapy in miscellaneous diseases, In addition to many 
individual infections, some of known and some of un- 
known etiology, this form of therapy has been tried in 
psychiatric patients and those with ophthalmologic, oto- 
laryngologic and other diseases that are grouped among 
the specialties. The benefits of treatment in all these dis- 
eases are by no means established or claimed by the 
authors. That it is advantageous in certain infections, 
such as syphilis and gonorrhea, has been quite definitely 
proved. 

The book awakens one’s interest in the possible benefits 
of fever therapy in the treatment of a variety of diseases. 


Radiation Therapy: Its use in the treatment of benign 
and malignant conditions. Oxford Medical Publica- 
tions. Ira I. Kaplan. 558 pp. New York: Oxford 
University Press, 1937. $10:00. 


The author characterizes this volume in the preface as 
aiming to give the student and general practitioner, as 
well as the specialist, an understanding of the fundamen- 
tals of irradiation, and enumerates the conditions for 
which this form of therapy is of value. 

The first five chapters are devoted to a brief historical 
review and to the physics of radium, x-ray and electro- 
surgical apparatus. There then follows a discussion of 
the treatment of the more common dermatologic condi- 
tions, both benign and cancerous. Two chapters are de- 
voted to eye, ear, nose and throat therapy, a great variety 
of conditions being briefly touched upon. 

Separate chapters are devoted to thoracic lesions, breast 
conditions, the gastrointestinal tract, gynecologic condi- 
tions, the genitourinary system, neurologic conditions, 
endocrinology, inflammatory conditions, diseases of the 
reticuloendothelial system, blood dyscrasias, sarcomas of 
the soft tissues and various bone conditions both primary 
and metastatic. 

Brief mention is made of the complications and injuries 
following irradiation, of the relation of trauma to cancer, 
and of the nursing care of patients with cancer. 

Most of the technic outlined in this book presupposes 
a considerable supply of radium, emphasis being placed on 
the use of radium rather than on x-ray. The author rec- 
ommends that the radium be distributed in applicators of 
various lengths and strengths, chiefly with platinum filtra- 
tion. He advises that radium emanations be purchased 
whenever needed, and points out that radium treatment 
can be carried out promptly and efficiently with one gram 
of radium element properly distributed. Emanation need 
be used only in the form of gold-filtered seeds for perma- 
nent implantation in lesions not readily accessible to the 
temporary application of radium element. 

The reviewer feels that many of the procedures for 
which radium is recommended can be more easily and 
as effectively carried out with high-voltage roentgen rays. 
However, Dr. Kaplan points out that no attempt has 
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been made to evaluate or even to present all the different 
methods in use by other therapeutists. 


Health Insurance: The next step in social security. Louis 
S. Reed. 281 pp. New York and London: Harper & 
Brothers, Publishers, 1937. $3.00. 


This book is frankly an argument for compulsory 
health insurance to meet the cost of medical care for the 
low-income groups. 


The preface states clearly the conflicting points of view 
of the medical profession and the general public con- 
cerning the problem of providing adequate medical care. 

It is stated in the first chapter that adequate medical 
care is a service which the community has a right to ex- 
pect to be provided equally with food, shelter and 
clothes. It is pointed out, however, that the delivery of 
medical service differs from all other services in the fact 
that the persons who seek the service or, to quote the 
author’s words, “buy a commodity,” are dependent entire- 
ly upon the good will of the physician or “seller,” and 
that the services are rendered irrespective of the recipients’ 
ability to pay. The idealism of the medical profession has 
made the continuation of this practice possible, although 
it is recognized by the profession itself and by the public 
that the idealism has frequently been sacrificed to prac- 
tical considerations. Physicians, like other members of 
the community, must earn a living, and the ability of 
patients to pay for services rendered has exerted a de- 
termining influence on the distribution of physicians, who 
naturally locate in communities where it is probable that 
they will receive an adequate financial return for their 
work, 

Economic factors are largely responsible for the failure 
to meet the needs of the community in both preventive 
and curative medical care. The greatest difficulty arises 
in the middle-income group from catastrophic illness, 
which imposes a heavy burden at a given time, and upon 
those of the lowest-income group above the indigent 
class who cannot pay for ordinary medical service. 


The author believes that the established methods of pri- 
vate practice are not adapted to the present social order. 
The payment for medical services through charitable con- 
tributions is not likely to continue to the same degree 
which has obtained in the past. The Government has 
already invaded the field to a considerable extent. Vol- 
untary health insurance may be provided for certain 
emergencies, but compulsory health insurance offers the 
only satisfactory solution. The medical profession must 
determine what its attitude shall be: “The physician today 
stands at a crossroads. Through no fault of his own he 
has been maneuvered into a position where his tradi- 
tional spirit and ideals are threatened.” 

The ultimate solution of the problem lies either in 
state medicine, supported from general governmental 
revenues, or an insurance plan adapted to the needs of 
the people in this country. Changes in the method of 
payment for medical service need not lead to a lower 
quality of service: “Once the practice of medicine is put 
upon a solid economic basis, the profession can see that 
the quality of service is what it ought to be.” 

The book presents an excellent statement of a point of 
view which has a wide following in this country. On 
the whole, the attitude of the medical profession is sym- 
pathetically presented, although not, in every instance, 
clearly expressed. Most physicians will not agree with the 
final conclusions, but anyone who is interested in the fu- 
ture development of medical practice will find the book 
illuminating and readable. 


